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American Sign Language (ASL)-English interpreters facilitate language and mediate 
culture between hearing people who speak English and people who are deaf or hard of 
hearing (D/HH) and use ASL. Some navigate additional and unique challenges from the 
atypical language of D/HH people who live with an acquired communication disorder 
called Aphasia. These interpreters learn to partner with healthcare workers diagnosing 
and treating these people, and work to establish guidelines for their own scope of 
practice. This study explores this through the lens of Dean and Pollard’s (2013) demand 
control schema. Interviewing four interpreters uncovered realistic and immediately 
applicable tools for promoting and simplifying communication. Better communication 
may help healthcare workers treat more effectively and may lead to greater access to 
information for Aphasic signers. Supplementary File: Further Reading (See Appendix H).  
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CHAPTER ONE: INTRODUCTION 
“Knowledge emerges only through invention and re-invention, through the restless, 
impatient, continuing, hopeful inquiry human beings pursue in the world, with the world, 
and with each other.” – Paulo Freire (2000, p.72) 
Background 
Aphasia is a disorder, caused by brain damage, that affects the processing and 
production of language. I learned of it when a loved one was diagnosed. Later, my 
undergraduate coursework consisted of Deaf Studies, Linguistics, and ASL-English 
Interpreting Studies; it cropped up in all three areas of study. I wondered about deaf and 
hard of hearing (D/HH) consumers with Aphasia and their interpreters. Dean and 
Pollard’s (2013) work, The Demand Control Schema: Interpreting as a Practice 
Profession, taught me that interpreters face challenges while on the job (demands) and 
they employ optional solutions (controls) to cope and manage. It seemed interpreting for 
Aphasic consumers had to be feasible, and knowledgeable interpreters could share 
controls. D/HH consumers deserve competent interpreters. Interpreters deserve resources 
that promote professional development. I entered my graduate program with this in mind 
and I embarked upon this study, hoping to offer up one of those desired resources.  
I reached out to national organizations that I hoped would connect me with 
interpreters who could speak to the demands and controls encountered when working 
with people who have Aphasia. I initially struggled to find participants. I made phone 
calls, sent emails, and spoke with an individual wishing to conduct a similar study. The 
global COVID-19 pandemic (caused by a coronavirus called SARS-CoV-2; Centers for 
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Disease Control and Prevention, n.d.) made getting in touch with niche health experts, 
between the winter of 2019 and the spring of 2021, a near impossibility. Thanks to word-
of-mouth promotion, my research concept reached some major players, and I received 
responses to my interview invitation. However, once again, I was discouraged as people 
left the study for pandemic-related reasons. In the end, four brave, generous interpreters 
individually shared their perspectives on medical interpreting and Aphasia.  
Purpose and Significance  
What I encountered, during this study, shifted my research approach. I went from 
seeking personal anecdotes to fill in gaps in hard, quantitative data to putting interpreters 
at the forefront and using facts and figures to validate their experiences. To echo Brown 
(2012), “The power of statistics and the clean lines of quantitative research appealed to 
me, but I fell in love with the richness and depth of qualitative research. Storytelling is 
my DNA, and I couldn’t resist the idea of research as story-catching” (p. 151).  
I felt comfortable hypothesizing that Aphasia impacts the interpreting process. 
How so—and what actions to take—remained to be seen. I hoped this exploration would 
expose some growing pains still being felt in the interpreting industry, some tensions 
between the interpreting industry and the healthcare industry, and the day-to-day 
struggles some people with Aphasia—those who rely on a third party for information, 
especially—may experience. In the same vein, I wished to bring awareness to Aphasia. 
According to a 2016 national survey on Aphasia awareness, conducted by National 
Aphasia Association (n.d.), 84.5% of people in the United States have never been 
exposed to the word Aphasia and yet it “has greater negative impact on a person’s quality 
of life than cancer or Alzheimer’s Disease.”  
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CHAPTER TWO: REVIEW OF THE LITERATURE 
Research has individually touched on the topics discussed in this study, but has 
yet to explore them in tandem. The first step of this new exploration begins with 
understanding the existing literature. First, comes a discussion of two theoretical 
frameworks and one conceptual framework that helped guide this study. Next, is an 
outline of works related to the human brain, linguistics, Aphasia, atypical sign language, 
the practice profession of interpreting, industry standards, and ethics. 
Theoretical and Conceptual Frameworks  
“Without a theoretical framework, the structure and vision for a study is unclear, 
much like a house that cannot be constructed without a blueprint” (Grant & Osanloo, 
2014, p. 13). In keeping with that simile, a theoretical framework is like a blueprint and a 
conceptual framework is like a toolbox. As a conceptual basis, I adopted Glaser and 
Strauss’s 1967 grounded theory to provide organization to the research process and later 
tied in Greenleaf’s servant leadership theory (Reinke, 2004) and Bandura’s self-efficacy 
theory of behavioral change (Bandura & Adams, 1977). At the heart of interpreting work 
is a deep sense of service and a strong professional instinct. These themes are analyzed in 
this study through the lens of these two theoretical frameworks.  
Brown (2012) claimed, “Stories are data with a soul and no methodology honors 
that more than grounded theory. The mandate of grounded theory is to develop theories 
based on people’s lived experiences rather than proving or disproving existing theories” 
(p. 151). All stories are valid, so there are no outliers. Green (2014) described Glaser and 
Strauss’s grounded theory as an inductive method whereupon data generates the 
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researcher’s theory. This method of data analysis, developed in 1967, has also been 
described as a “constant comparative method” (Merriam & Tisdell, 2015, p. 228). A good 
example of its implementation can be found in Zenizo’s (2013) master’s thesis, Self-care 
in the field of interpreting. Grounded theory is used for open coding the data (survey and 
interview responses). Then, the literature review is commenced to add context to the data.  
Grant and Osanloo (2014) did not include grounded theory in their list of 
frameworks, but their list is not exhaustive (pp. 14-15). This theory was revolutionary in 
the 1960s and is still uncommon. Grounded theory set aside the notion that a definite 
theory is needed before a study begins. First comes data, then theory (Green, 2014), 
opening the door for servant leadership theory and self-efficacy theory, in this case.   
Greenleaf’s servant leadership theory broadens current thinking on leadership in 
work environments. In a survey of 651 employees, Reinke (2004) found that trust is a 
powerful factor in professional relationships between supervisors and employees. Servant 
leadership argues that effective leaders (and interpreters, by extension) aim to serve 
others. They can develop strong decision-making skills and professional rapport with 
their consumers. This puts them in a position for allyship, as “Agents” for positive 
change and equity (Minges, 2016). Greenleaf (2005) stated:  
One does not, of course, ignore the great voices of the past. One does not awaken 
each morning with the compulsion to reinvent the wheel. But if one is servant ... 
one is always searching, listening, expecting that a better wheel for these times is 
in the making. It may emerge any day. Any one of us may find it out from 
personal experience. (p. 23) 
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In the early 1960s, Howard McClusky coined the Theory of Margin, which shows 
that demands increase with age. One must ration available energy to face that continuous 
growth head-on and adapt (Hiemstra, 2002). Branching off of that, self-efficacy is 
defined as how capable an individual believes themself to be. Their belief has a direct 
impact on their ability to cope in times of stress or fear. In 1977, Bandura and Adams 
conducted two experiments on self-efficacy theory of behavioral change. In 1980, 
Bandura et al. analyzed it for its applicability across behavioral domains. In all studies in 
simulated settings, self-efficacy was determined to be an accurate predictor.  
The Human Brain and Visual/Spatial Language  
We are still learning about the brain; however, here are some accepted truths. The 
brain consists of two nearly symmetrical hemispheres. There are four lobes (See Figure 
1). One lobe is not needed for language, and one is not really needed for visual/spatial 
language; therefore, only the remaining two lobes will be discussed here. The occipital 
lobe (left hemisphere) handles vision, and the frontal lobe (right hemisphere) handles 
production and higher thinking. The lobes work in unison, processing stimuli received 
through touch, smell, taste, and sight, via their connection through the corpus callosum (a 
bundle of approximately 200 million nerve fibers). 
Surrounding the brain is a thick membrane called the cortex. It has multiple parts, 
spanning both lobes. Two parts are needed for visual/spatial language: the visual cortex 
interprets pictures; the motor cortex controls the muscles in the face, jaw, and tongue.  
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Figure 1 
 
Diagram of the Human Brain 
 
From “Medical Gallery of Blausen Medical 2014,” by Blausen.com staff, 2014, 
WikiJounral of Medicine, 1(2). doi:10.15347/wjm/2014.010  
 
Broca’s area is a language center found at the base of the motor cortex. Signs and 
sentences cannot be produced without it. It is “responsible for organizing the articulatory 
patterns of language and directing the motor cortex” when humans wish to communicate 
(Mihalicek & Wilson, 2011, p. 358). This involves the face, tongue, and hands, among 
other things. Broca’s area also manages the use of inflectional morphemes, which are 
necessary when discussing the past or making something plural, for instance. 
Wernicke’s area allows us to select words/signs from our mental lexicon and aids 
in our comprehension of words/signs. There would be no language comprehension 
without this area in our brain, nor would our perception of language be as fixed. Like the 
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two hemispheres of the brain, Broca’s area and Wernicke’s area are connected by nerve 
fibers (the arcuate fasciculus), which allow them to join forces and share information. 
As just stated, we use Wernicke’s area to pick a sign from our mental lexicon—a 
process that takes 250 milliseconds. “Mental lexicon” is a linguistic term for a kind of 
mental dictionary (Mihalicek & Wilson, 2011, p. 381). Picture a working list of 
thousands of words/signs, their definitions, their production rules, and ways each can be 
used in conjunction with others (all based on your understanding). It is worth noting that 
the language neurobiology community has not determined a singular anatomical 
definition for Broca’s area and Wernicke’s area (Tremblay & Dick, 2016). 
The Angular Gyrus, between Wernicke’s area and the visual cortex, permits us to 
work with both auditory stimuli and visual stimuli. It is the reason we can look at a 
picture/object and know the word/sign for it; we then can sign/write the correlating word. 
The Angular Gyrus is the key to literacy. For D/HH people and signers, the visual cortex 
is used more than it is for hearing people and non-signers, and the auditory cortex is not 
relied upon. (Mihalicek & Wilson, 2011). Figure 2 shows an example of this for the 
average, healthy signer:  
Figure 2  
 
Language perception, processing, and production 
1. A man signs to a woman in ASL. The stimulus is introduced to the woman’s visual cortex 
via her eyes. 
2. Wernicke’s area is triggered, and meaning is deciphered from the man’s signs. A sign (or 
signs) within the woman’s mental lexicon is matched to the visual stimuli. 
3. The Angular Gyrus (located between Wernicke’s area and the visual cortex) is triggered and 
contacts the visual cortex. The visual cortex is again activated. Pictures and spellings for the 
items being discussed are made available to the woman. 
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4. The Arcuate Fasciculus (connecting Wernicke’s area and Broca’s area) transfers information 
to Broca’s area. Broca’s area interprets the information and activates the motor cortex. 
5. The motor cortex directs the woman’s facial, hand, and arm muscles, preparing for her 
response to the man, in ASL.  
Physiology is the study of how we store and process the language in our lexicons, 
and it is studied through psycholinguistics and neurolinguistics. Psycholinguists 
analyze what people understand about grammar and language production. Neurolinguists 
study the physical control centers for language (both neural and electrochemical). To put 
it simply, psycholinguists study the mind, neurolinguists study the brain, and both study 
language (Mihalicek & Wilson, 2011).  
Our mental organizing of language (grammar) is unconscious, nearly effortless, 
and never ending. “Our collected experiences with our native language(s) structure our 
memory for language, which contains precise details about every aspect of language” 
(Mihalicek & Wilson, 2011, p. 354). Cognitive Linguistics studies the connection 
between language and cognition. Conceiving of language and its uses are processes; they 
are not innate cognitive faculties separate from nonlinguistic cognitive activities and 
abilities (Croft & Cruse, 2004). Brains multitask so well through lateralization.  
The word lateral means “of or related to the side.” The term lateralization comes 
from this, referring to responsibilities being allocated to one or the other hemisphere of 
the brain, and not both. The right hemisphere is responsible for pattern recognition and 
performing tasks that require visual and spatial skills (Mihalicek & Wilson, 2011, p. 
359). It also has knowledge of semantics and pragmatics (lexicon; Hoff, 2014). Language 
is localized in the left hemisphere, which is responsible for analytic reasoning, arithmetic, 
temporal ordering, and language processing (Mihalicek & Wilson, 2011). It stores 
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understanding of sentence structure (syntax) and rules used to structure communication 
(grammar; Hoff, 2014). Language modality is not a factor (Bellugi et al., 1983, 1989; 
Hickok, Bellugi et al., 1996; Hickok, Bellugi et al., 1998; Hickok, Kirk et al., 1998).  
Lateralization occurs in early childhood. If, during this development, an important 
area in the brain is damaged, the lateralization can reverse itself. Tasks that would have 
been carried out by the left hemisphere are then accomplished by the right hemisphere, 
and vice versa (Corina et al., 2013; Mohr et al., 2016; Mihalicek & Wilson, 2011). 
Eventually, sadly, it cannot be reversed (Mihalicek & Wilson, 2011).  
Aphasia 
With the brain unable to redelegate, the responsibility of healing falls on the self-
preserving nature of the afflicted individual’s language. Indeed, what linguists know of 
the human brain’s capacity for language and how it orders language is a result of studies 
of people with inhibited language function due to physical brain injury. Sources disagree, 
but there may be as many as eight kinds of Aphasia.  
Discovered in the 1860s by a physician named Broca, Aphasia was described as 
“an inability to perceive, process, or produce language” (Mihalicek & Wilson, 2011, p. 
362). It is commonly experienced by those who have suffered a stroke or an accident 
severe enough to cause physical damage to the brain (specifically, the left hemisphere). 
In fact, 70% of individuals who have damaged left hemispheres become afflicted with 
impaired language ability (Hoff, 2014). Damage to the right hemisphere rarely impacts 
language faculties greatly, leading researchers to postulate that the left hemisphere is 
indeed the brain’s control center for language (Mihalicek & Wilson, 2011). The damage 
can be seen with a CT scan (computerized tomography) or an MRI (magnetic resonance 
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imaging; National Institute on Deafness and Other Communication Disorders, 2017). 
Johns Hopkins Medicine’s (2021) website mentions positron emission tomography (PET) 
is also used in diagnosing. One deaf woman experienced Aphasia through Alzheimer’s 
disease (Falchook et al., 2013). Another deaf individual had a left occipital lesion that 
caused drastic changes to sign production. This defied current understandings of cross-
modal plasticity, because the localization of the lesion was unexpected, given the effects. 
Clearly, we have more to learn (Otsuki et al., 2007). 
Damage to Broca’s area can cause Broca’s Aphasia (Mihalicek & Wilson, 2011). 
This is a form of Non-Fluent Aphasia (Wortman-Jutt, 2016), which is often linked to 
Apraxia (Fazio et al., 2009). D/HH signers who have Broca’s Aphasia grapple with motor 
sequences used in a signed language. Physical production of signs becomes a frustrating 
feat, so inflections and classifiers (depicting verbs) are deleted from already choppy-
looking sentences. They understand others’ language, but struggle to see the semantic 
significance of the syntax. If the order of signs is vital to understanding the total message, 
the Aphasic individual will feel lost, scrambling for meaning. In the example given 
below, the numerous extended pauses in the Aphasic individual’s signing [capitalization 
indicates ASL gloss] are evident (Mihalicek & Wilson, 2011). 
Aphasic: CAR ... DRIVE ... BROTHER ... DRIVE ... I ... S-T-A-D ... (attempts to 
gesture stand up) 
Examiner: You stood up? 
Aphasic: YES ... I ... DRIVE ... (attempts to gesture goodbye) 
Examiner: Wave goodbye? 
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Aphasic: YES ... BROTHER ... DRIVE ... DUNNO ... (attempts to wave 
goodbye) ... 
(Mihalicek & Wilson, 2011, p. 362) 
Damage to Wernicke’s area of the brain can cause Wernicke’s Aphasia. This 
causes receptive difficulties, as Wernicke’s area controls language comprehension. 
Commonly, Aphasic D/HH signers misconstrue a signed message and respond 
inappropriately. Their responses may even be semantically incoherent. Retrieving and 
interpreting words and signs from their mental lexicon is a hurdle. Circumlocutions are 
used to compensate, meaning they over-explain a concept because they cannot “locate” 
the singular sign they wish to use (Mihalicek & Wilson, 2011). They use substitutions 
called paraphasias, where related concepts, like dog and cat are mixed up. Or they mix 
up similar looking signs such as SUMMER, UGLY, and DRY (Wortman-Jutt, 2016). 
Following simple instructions like “sit down” is a challenge. But they may experience 
Anosognosia and believe their language is normal and easy to understand (Mihalicek & 
Wilson, 2011). This is a fluent Aphasia (Wortman-Jutt, 2016). 
Corina (Mihalicek & Wilson, 2011) studied affective facial expressions and 
linguistic facial expressions. One deaf woman had Broca’s Aphasia and could not 
produce linguistic facial expressions, although her affective facial expressions were still 
more prominent and frequent than those of the average hearing person. Another deaf 
individual had Wernicke’s Aphasia. The linguistic facial expressions were appropriate 
and accurate, but affective facial expressions were impossible. The lack of affect was 
atypical given the context, as they were discussing something quite heavy and serious. 
Also, it was atypical because affect is so valued within Deaf culture. The same set of 
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muscles worked differently for the two individuals, because the muscles are controlled by 
different parts of the brain. Linguistic facial expressions are not just muscle movements.  
Sign language is visual/spatial and requires body movement, but not all 
processing is through motor control functions in the right hemisphere. This 
misconception is ironic given that spoken languages are not controlled by motor control 
centers, even though the same muscles that are used for speech are used for eating and 
chewing. This boils down to prejudice and ignorance (Mihalicek & Wilson, 2011). 
Neuroimaging studies have found left hemisphere damage causes Aphasia, regardless of 
language modality, because all languages are processed the same (Corina et al., 1999; 
Hickok, Kritchevsky et al., 1996; Hickok, Wilson et al., 1999; Hoff, 2014).  
Damaging the Arcuate Fasciculus causes Conduction Aphasia which leads to 
fluent but meaningless language. The Aphasic individual appears to understand others but 
cannot repeat what they just saw signed. The individual can understand and interpret 
words in their lexicon because Wernicke’s area is undamaged. But Wernicke’s area is 
unable to transmit information to Broca’s area for the signs to be articulated. Broca’s area 
is also undamaged, but it receives incomplete information from Wernicke’s area. The 
connection between the two areas is the issue (Mihalicek & Wilson, 2011). This is 
another fluent Aphasia (Wortman-Jutt, 2016). 
Johns Hopkins Medicine (2021) discusses Global Aphasia on their website. It is 
caused when a person suffers a great deal of damage to the left hemisphere (or the 
language-dominant hemisphere, which is usually the left hemisphere). The causes are the 
same for this type of Aphasia: stroke, brain tumor, infection, head injury, and dementia. It 
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is classified as a general difficulty speaking and understanding language. The key word 
here is “speaking.” No mention is made of signed languages. 
Aphasia has no cure. Intensive therapy helps, even if started 10 or more years 
after being afflicted, but healing is slow. Generally, the earlier the treatment starts, the 
better. Support via group therapy or family therapy makes the recovery of lost language 
functions less daunting. Socialization and a good environment improve quality of life 
(Fama et al., 2016; Koleck et al., 2017; Lee et al., 2015; Rosbergen et al., 2017). 
One method researchers take utilizes fMRI (functional magnetic resonance 
imaging) and ERP (Event-Related potentials) to test eye tracking and study lexical 
processing. They display a list of similar words such as “ham,” “hamster,” and 
“hamburger.” Then the Aphasic individual finds a specific word from the list. By 
tracking the individual’s eyes, researchers pinpoint the moment that the individual 
differentiates between the words (Mihalicek & Wilson, 2011, pp. 393-394). A technique 
to test sentence processing is self-paced reading. When the individual comprehends the 
provided written word, they push a button. When the sentence is finished, the individual 
is asked a question. Their answer determines their understanding of the full sentence.  
Addelman (2018) discussed a similar, cheap, and quick-to-administer software 
designed to help with patients’ speed of word production. Twenty stroke patients were 
shown images on computers and tested on the speed of their identification. Patients 
successfully went from a 3-second reaction rate to a 1-second reaction rate. After one 
month of treatment, word retrieval increased 25%. The effects were lasting.  
Bakheit (2014) was the first source found that put more emphasis on drugs than 
therapy. They claimed that speech and language therapy have not been proven effective, 
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beyond doubt. Furthermore, medications are designed to improve attention span and 
optimize memory and learning, and learning is how humans enhance motor and cognitive 
abilities. Still, most drug trials have been conducted on animals and not humans. 
Cleveland Clinic’s (2021) website mentions drugs under development that target 
chemical neurotransmitters and change the way cells in the brain communicate. It also 
offers advice for maintaining brain health and avoiding stroke through diet and exercise.  
Unfortunately, Aphasic deaf people struggle to get therapy. Atypical ASL is not 
commonly a concern for professionals in speech-language pathology so therapies are not 
tailored to them (see Appendix H: Further Reading for examples of Aphasic therapies for 
spoken languages; Bellugi et al., 2010; National Association of the Deaf, 2021). Signed 
language disorders have been noted and more data would be valuable, but helping 
afflicted deaf individuals is less critical than helping afflicted hearing individuals (Cripps 
et al., 2016). Some therapies can be tailored to suit D/HH people (McIntosh, 2017).  
American Speech-Language-Hearing Association’s website (2021) was the only 
one that discussed treatment conducted with the assistance of bilingual speech language 
pathologists or trained interpreters. There is even a designated page on the website called 
Collaborating with Interpreters, Transliterators, and Translators. This resource includes 
a list of more than twenty possible treatment options with special consideration for the 
linguistic demands on the individual, favoring the language that will more quickly get the 
individual’s life back on track. This is promising but experiments need upgrading, simply 
to account for differences in language modality and hearing status.  
An individual’s “thought process is global or holistic: we think of the complete 
idea simultaneously” (Mihalicek & Wilson, 2011, p. 367). Deaf people are unique 
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because they also produce those multiple elements simultaneously. Studying how 
Aphasia manifests in D/HH signers can benefit hearing people and non-signers too 
(Mihalicek & Wilson, 2011). Studies are exploring the theory that bilinguals are perhaps 
more resilient to neurodegeneration and Dementia (Science Magazine, 2020). For 
example, we know of a case of reverse lateralization in a deaf man (Pickell et al., 2005). 
New imaging studies have proven that “the brain can make new networks and heal” 
(National Aphasia Association, n.d.). This ability is known as “brain plasticity,” which is 
improved by Transcranial Stimulation (Wortman-Jutt, 2016). Healing is possible, so 
experiments and treatments should be accessible to all people.  
For interpreters seeking quick recommendations, a go-to resource on Aphasia and 
deaf people is the classic What the hands reveal about the brain (Poizner et al., 1990). 
My academic introduction to these topics was Language Files: Materials for an 
Introduction to Language and Linguistics (Mihalicek & Wilson, 2011). Note, the focus of 
these studies is not interpreters and some cited references are decades old.  
That’s not to say older works are unhelpful. Modality was explored in The neural 
organization of language: Evidence from sign language Aphasia (Hickok, Bellugi et al., 
1998). Signed and spoken languages were compared on a neurological level and brain 
activity was monitored for any noticeable differences, which would specify something 
key to the modality. There were no noticeable differences. Aphasia in a Congenitally 
Deaf Man (Sarno et al., 1969) told of a deaf man who survived a stroke and acquired 
Aphasia. Aphasia in a Prelingually Deaf Woman (Chiarello et al., 1982) detailed 
symptoms of a deaf woman with Aphasia. These resources provided support for language 
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being centralized in the left hemisphere for all humans regardless of language modality. It 
was—in part—these works that led to the scholarly and linguistic legitimization of ASL.   
Minimally 2,000,000 people in the United States have Aphasia; this is more than 
Cerebral Palsy or Parkinson’s Disease. This is primarily because hundreds of thousands 
of strokes occur, annually, in the United States. One third of the strokes (225,000) result 
in Aphasia. This serious cognitive-communication disorder deserves attention, because 
communication affects every aspect of one’s life (National Aphasia Association, n.d.). 
There seems to be no record of the number of D/HH people living with Aphasia.  
Interpreting Industry Standards and Professional Ethics 
 Ball (2013) painstakingly documented the origin of the professions of ASL-
English interpreting and interpreter education. The first interpreters were friends or 
family of D/HH people. They sought to “help” and received no compensation. Fant 
(1990) provided a firsthand account of the fight to legitimize interpreting through the 
establishment and maintenance of the Registry of Interpreters for the Deaf (RID). 
Conflict remains over the role of interpreters, how they should be educated, and how 
much involvement they should have in the Deaf community, among other things. The 
great leap to professionalization, before society could be educated, created a market 
disorder that persists to this day (Friedner, 2018; Witter-Merithew, & Johnson, 2004). 
Imperfect as RID certification is, RID is still the biggest national certifying body for 
interpreters and most defer to its standards. Interpreters pass exams, pay dues, and meet 
quotas for continuing education to maintain their certification.  
RID has set the tone for ethical behavior in the field, since 1965. The Code of 
Professional Conduct (CPC) of the National Association of the Deaf (NAD) and RID 
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(2005) includes seven tenets for standard, ethical practice: confidentiality, 
professionalism, conduct, treatment of consumers, treatment of colleagues, business 
practices and professional development. The document has an outline of the tenets’ 
function, definitions and examples, RID’s philosophy, and a brief history of the code’s 
establishment. The CPC has been revised three times, and the interpreter’s role has been 
re-defined numerous times: helper, conduit, communication facilitator, bilingual-
bicultural expert, and so on (Swabey & Mickelson, 2008). RID has not offered specialty 
certifications for years.  
Desrosiers (2017) analyzed the need for specialized, medical training for some 
ASL-English interpreters. Currently, deaf and hearing consumers are under-served, 
unqualified interpreters are hired, and deaf consumers’ health is suffering. To better 
enforce the Americans with Disabilities Act (ADA) and better serve consumers, 
Desrosiers argued for medical certification for interpreters and offers suggestions for its 
implementation.  
Healthcare workers too have industry standards (Beauchamp, 2007; Nortvedt & 
Nordhaug, 2008; Rest, 1984), but both healthcare workers and ASL-English interpreters 
work under the guidelines of the ADA and the Health Insurance Portability and 
Accountability Act (HIPAA). D/HH patients are entitled to reasonable accommodations 
of their choosing and interpreters are considered an accommodation (Americans with 
Disabilities Act, 2016, 2017; National Association of the Deaf Law and Advocacy 
Center, 2015). Healthcare workers seem reluctant to recruit their services though, and the 
ADA has been found lacking (Stein & Teplin, 2011).  
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Schwei et al. (2019) explored what informs physicians on the quality of a spoken 
language interpretation. They discovered that interpreters minimize errors and bolster 
communication, but these successful interpreters actually take on roles outside of the 
standard, professional interpreter role. In other words, physicians see good quality 
interpreting as more than mere language transmission.  
Doctors wanting interpreters to step outside their professional role furthers the 
incorrect notion that interpreters are caregivers or family members. Rosenberg et al. 
(2007) documented how professional versus family spoken language interpreters have an 
impact on physicians’ ability to communicate effectively. They videotaped doctor-patient 
encounters and recorded participants’ perceptions. Physicians found professional 
interpreters easier to work with than unskilled family interpreters, but found both 
challenging. They wrongfully assumed that all family interpreters were also caregivers, 
so did not follow the communication procedures they were taught. These works do offer 
some insight into physicians’ perspectives of interpreters, but not necessarily ASL-
English interpreters and definitely not D/HH patients.  
Kambanaros and van Steenbrugge (2004) stressed the need for healthcare workers 
to be more open with interpreters. There are resources for healthcare workers who wish 
to learn about interpreting services (Agan, 2018; Brisset et al., 2013; Juckett & Unger, 
2014; Schapira et al., 2008). For those who remain skeptical, other studies have explored 
the impact of interpreters on the quality of health care services (Angelelli, 2004; Flores, 
2005; Jacobs et al., 2018; Jacobson, 2009; McKee et al., 2011).  
RID’s Standard Practice Paper: Interpreting in Health Care Settings (2007) is an 
overview of basic medical interpreting information. This document states when and why 
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an interpreter is needed in medical settings. It also discusses interpreting qualifications 
and the use of certified deaf interpreters (CDI). Loved ones and non-professionals 
standing in for professional interpreters is strongly discouraged. One beneficial element 
of this document is the advice it offers to healthcare workers and deaf consumers working 
with interpreters. It discusses how to provide feedback to interpreters, the importance of 
documenting when services are used, how to contact interpreting agencies to request 
services, and even how to file formal complaints against interpreters. Among discussions 
of cultural mediation and ethics, Pym (2012) includes practical explanations of fees and 
services. Also, Gish (2014) gives, essentially, a study guide for problem-solving.  
Everyone deserves accurate and dignified communication in medical facilities. 
Communication is vital to health care. Poor communication can lead to ineffective 
treatment and misdiagnosis. All facilities should be made aware of interpreting services 
and communication access challenges, and should learn basic sign language (National 
Association of the Deaf Law and Advocacy Center, 2015).  
Another area of specialty is atypical language interpreting (see Table 1: List of 
Stakeholders for a link to Northeastern University’s Center for Atypical Language 
Interpreting). This has been explored with alingual and semi-lingual deaf immigrant 
children (Fichera-Lening, 2016), adults with limited English skills (Graham et al., 2008; 
Karliner et al., 2007), and deaf consumers with Aphasia in mental health settings (Crump 
& Glickman, 2011). The challenges of physician attitudes and medical settings 
compound with the atypical language that Aphasia presents (Roger & Code, 2011).  
ASL interpreters who work in medical settings have been resourceful, gathering 
together and pooling their knowledge. There are strategies they commonly employ in 
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their practice, according to focus group discussions published by CATIE Center (2007). 
These discussions evaluated the state of affairs and brought to light possible deficits. 
Interpreters are also sharing how they view their role in medical settings (Hadziabdic & 
Hjelm, 2021) and how they feel about training (Dean et al., 2003; Swabey & Faber, 2012; 
Swabey & Malcolm, 2012).  
As well as policies and laws, relationships impact ethical decision-making. Open 
conversation and giving and receiving feedback create and sustain successful 
collaboration and credibility (Duke Corporate Education, 2004). Hintze et al. (2015) used 
charts and other visuals to outline the ethics of proximity. They constructed an ethical 
model that fits with the practices of Process Education, borrowing from the work of 
Buber, Levinas, and Løgstrup. Culture, virtue, power dynamics, equality, and inclusivity 
are discussed. This resource is particularly applicable to practice professionals in 
medicine and education. Interpreters may find it insightful as well.  
ASL-English interpreters are “outsiders” living “between worlds,” with cultural 
competence in both but full access perhaps in neither (Cokely, 2005). They provide 
“voice” to an oppressed linguistic minority (Stone & West, 2012) by honing their 
metacognition (a state or practice of monitoring), filtering through information and noting 
errors. They reach a state of awareness that is hard-won (Hoza, 2016; Kohn & Kalina, 
1996). It helps that interpreters tend to test high for abstract reasoning (Seal, 2004). But 
striving to meet everyone’s expectations and be transparent about their process, while 
managing turn-taking and demonstrating cultural competence is herculean (Baraldi & 
Gavioli, 2012; Hsieh, 2003; Janzen, 2005; Roy, 1999). Satisfying the ethics of both 
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“worlds”—to use Cokely’s  (2005) term—is a big topic in interpreting today and a major 
theme of this thesis. 
Demand Control Schema 
Given the nature of their work, medical interpreters cross personal boundaries and 
enter spaces that belong to others. They discover room for their own identity, after 
negotiating entry (Wenger-Trayner et al., 2014). This negotiating happens between 
training and practice and mostly alone (Schön, 1983). Practice is context-based, and 
solutions fall somewhere between the rigid structures of codes of conduct and the vague 
teacher responses of “it depends” (Dean & Pollard, 2011). Prescriptive education does 
not foster creativity nor wisdom (Merriam & Bierema, 2013).  
Much of the older work in translation theory was prescriptive: it made claims 
about what a translator should do, and thus sought to establish guidelines for 
‘good’ translations. Opinions naturally varied ... Contemporary work has 
problematized the concept of ‘good’ translating in many ways, and brought new 
dimensions to our understanding of translation ethics, although many problems 
remain, both conceptual and practical. (Williams & Chesterman, 2011, p. 18) 
We must acknowledge that interpreters are individual and imperfect. They are 
also ingenious and have developed tools to take back some power in tricky situations. 
Dean and Pollard’s (2013) thorough and well-organized book, The Demand Control 
Schema: Interpreting as a Practice Profession defined and classified the subjective and 
various things that impede interpreting (demands). Interpersonal demands relate to 
interactions between those involved in the communication process (in this case, maybe 
disagreements between doctors, mutual history with patients, and so on). Intrapersonal 
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demands have to do with the interpreter (frustration with nurses, fatigue after a night 
shift, and so on). Environmental demands are triggered by the setting (specialist’s 
verbiage, low temperature in the operating room, lack of space in the clinic’s hallway, 
and so on). Paralinguistic demands are brought on by language use (surgeon’s accent, 
muffled voices behind face masks, slurring of drugged patients, and so on.). Especially 
fitting the content of this thesis, “Paralinguistic demands ... stem from abnormalities in 
the cognitive, speech, or movement processes of individuals ... who are affected by 
psychosis, developmental disabilities, stroke, or other conditions” (p. 9). What one 
interpreter finds demanding may not be demanding for another. Two interpreters may 
label the same demand differently, one believing it is environmental and the other 
believing it is paralinguistic.   
A control is any action or non-action that an interpreter takes to override or satisfy 
a demand. Some terms used to classify them are pre-assignment, mid-assignment, and 
post-assignment. Controls vary between interpreters. Often there are many controls for 
any one demand, ranging anywhere on a conservative-liberal spectrum. Conservative 
implies little action is taken. Doing nothing may be the most conservative control. 
Beyond breaking laws, there are no wrong controls. Learning to respond with the 
appropriate ones, and ethically and responsibly follow through, is key. Each implemented 
control has unique, definite conclusions that then may offer up resulting demands. The 
demand control schema (DC-S) process is cyclical, and interpreters navigate it 
continuously.  
DC-S provides a way of ethically and efficiently recognizing and solving job-
related challenges to produce better interpretations. “Consumers deserve well-informed 
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professionals who ... utilize practiced-based evidence to be prudent, confident, and 
critically-minded, not ... make decisions on their own, without much guidance, and/or 
without of fear of consequences they only imagine might happen” (p. 134). DC-S can be 
incorporated into an interpreter’s practice, allowing them to discuss and document their 
work in professional and academic ways. It is not prescriptive but interpreters can weigh 
decisions for quality or effectiveness. They can engage in supervision sessions with 
colleagues to process information, justify choices, resolve tensions, and seek advice 
(Dean & Pollard, 2001, 2005, 2006, 2009, 2018).  
Reviewing all of this literature led me to two questions: 1. How does one control 
the demands enough to interpret medical content for a D/HH, Aphasic person? 2. How do 
I find out?   
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CHAPTER THREE: METHODOLOGY 
Design 
My research proposal was submitted to and accepted by the Institutional Review 
Board (IRB) in May of 2020. I conducted an ethnographic, qualitative study. “Roughly 
speaking ... qualitative research can lead to conclusions about what is possible, what can 
happen, or what can happen at least sometimes; it does not allow conclusions about what 
is probable, general, or universal” (Williams & Chesterman, 2011, p. 64). I aimed to 
pinpoint tools and strategies (controls) working interpreters use to navigate the 
difficulties (demands) of working with D/HH Aphasic consumers in medical settings. 
Dean and Pollard’s (2013) DC-S helped inspire this study and was a tool for analyzing 
the data that were collected.  
Participants 
I sought to recruit professional interpreters (primarily ASL interpreters) who 
interpreted a minimum of one time for a minimum of one D/HH consumer (any age) with 
Aphasia. The interpreters’ ages would range from 18 to 99. No ethnic group, gender, or 
hearing status was excluded. All participants were fluent in English and ASL, residing in 
the United States, and legally able to provide consent. Their consent could be withdrawn 
at any time. This study did not involve deception of any kind.  
Recruitment and Materials 
I gathered a list of entities that I dubbed “stakeholders” (See Table 1) and sent out 
the first round of emails (see Appendix A) to those not marked with asterisks. The emails 
contained a link to a consent form (see Appendix B) for the attached preliminary survey 
  25 
(see Appendix C). I hoped those listed below could get my survey to the relevant people. 
I never intended to publish the survey responses; the purpose of the survey was to verify 
the interpreters I sought actually existed. The link was open for two weeks.   
Table 1  
 
Stakeholders 
1. American Translation and Interpreting Studies Association (ATISA) 
(http://www.atisa.org/home)  
2. American Translators Association (ATA) (https://www.atanet.org)  
3. California Federation of Interpreters (CFI) (https://www.calinterpreters.org/) 
4. California Healthcare Interpreting Association (CHIA) (http://www.chiaonline.org/)  
5. CATIE Center at St. Catherine University (https://www.stkate.edu/academics/shas/asl-
interpreting-department/catie-center) (https://healthcareinterpreting.org/)  
6. Center for Atypical Language Interpreting at Northeastern University (CALI) 
(https://www.northeastern.edu/cali/)  
7. *Chatham Hospital’s Triangle Aphasia Project (TAP) at the University of North Carolina 
(https://www.aphasiaproject.org/session-locations/?v=7516fd43adaa)  
8. Cognitive Neurolinguistic Lab (Corina), in the Center for Mind and Brain, at the 
University of California, Davis (https://mindbrain.ucdavis.edu/people/corina)  
9. *Craig Hospital Aphasia Therapy Program (CHAT Program) 
(https://craighospital.org/services/speech-therapy/craig-hospital-aphasia-therapy-c-h-a-t-
program)  
10. Critical Link International (https://criticallink.org/)  
11. Deaf Studies Department at California State University, Northridge (CSUN) 
(https://www.csun.edu/eisner-education/deaf-studies)  
12. Department of Linguistics at Ohio State University (https://linguistics.osu.edu/)  
13. International Association of Professional Translators and Interpreters (IAPTI) 
(https://www.iapti.org/)  
14. International Medical Interpreters Association (IMIA) (https://www.imiaweb.org/)  
15. Interpreters in Healthcare RID Member Section (Facebook group) 
(https://www.facebook.com/groups/TerpsinHealthCare) 
16. *Jefferson University Hospital for Neuroscience 
(https://hospitals.jefferson.edu/departments-and-services/vickie-and-jack-farber-institute-
for-neuroscience/programs/jefferson-hospital-for-neuroscience.html)  
17. Laboratory for Cognitive Neuroscience (LCN) at the Salk Institute 
(http://lcn.salk.edu/gbc_mcd.html)  
18. *Laboratory for Language and Cognitive Neuroscience (LLCN) at San Diego State 
University (SDSU) (https://slhs.sdsu.edu/llcn/)  
19. *Massachusetts General Hospital Aphasia Center (https://www.mghihp.edu/aphasia)  
20. *Mayo Clinic (https://www.mayoclinic.org/)  
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21. National Aphasia Association (https://www.aphasia.org/)  
22. National Association of the Deaf (NAD) (https://www.nad.org/)  
23. National Center for Interpretation (NCI), in the College of Humanities, at The University 
of Arizona (https://nci.arizona.edu/)  
24. National Council on Interpreting in Health Care (NCIHC) (https://www.ncihc.org/)  
25. *National Deaf Center on Postsecondary Outcomes (NDC) at the University of Texas at 
Austin (https://www.nationaldeafcenter.org/)  
26. National Institute of Neurological Disorders and Stroke (NINDS) 
(https://www.ninds.nih.gov/)  
27. National Institute on Deafness and Other Communication Disorders (NIDCD) 
(https://www.nidcd.nih.gov/)  
28. National Interpreter Education Center, in the College of Social Sciences and Humanities, 
at Northeastern University (https://cssh.northeastern.edu/asl/national-interpreter-
education-center/)  
29. *Neurobehavior and Memory Health Clinic at Northwestern Memorial Hospital 
(https://www.nm.org/conditions-and-care-areas/neurosciences/neurobehavior-and-
memory-clinic)  
30. Northern California Translators Association (NCTA) (https://ncta.org/)  
31. Northwest Translators and Interpreters Society (NOTIS) (https://www.notisnet.org/)  
32. *Northwestern Medicine Aphasia Center at Marianjoy Rehabilitation Hospital 
(https://www.marianjoy.org/rehab-technology/marti/aphasia.aspx)  
33. *Northwestern Medicine Comprehensive Stroke Center (https://www.nm.org/conditions-
and-care-areas/neurosciences/comprehensive-stroke-centers) 
34. Oregon Registry of Interpreters for the Deaf (ORID) (https://www.orid.org/) 
(https://www.facebook.com/groups/53406710807/)  
35. Plus One Foundation (https://www.plusonefoundation.org/)  
36. *Registry of Interpreters for the Deaf (RID) Research Corner (https://rid.org/) 
(https://rid.org/research-corner-submission-form/)  
37. Rochester Institute of Technology Health Care Interpretation Master of Science Program 
(https://www.rit.edu/online/study/health-care-interpretation-ms)  
38. *Shirley Ryan Ability Lab (https://www.sralab.org/)  
39. Sign Language Linguistics Laboratory at the University of Chicago 
(https://signlanguagelab.uchicago.edu/)  
40. Southern California Registry of Interpreters for the Deaf (SCRID) 
(https://www.scrid.org/)  
41. *Strong Memorial Hospital (https://www.urmc.rochester.edu/strong-memorial.aspx)  
42. The Cross Cultural Healthcare Program (https://xculture.org/)  
43. The National Board of Certification for Medical Interpreters 
(https://www.certifiedmedicalinterpreters.org/)  
44. *Undisclosed Interpreting Agency Contracted with a Hospital #1 
45. *Undisclosed Interpreting Agency Contracted with a Hospital #2 
46. *Vanderbilt Bill Wilkerson Center Aphasia Program 
(https://www.vanderbilthealth.com/program/aphasia-program)  
47. *Wake Forest Baptist Health (https://www.wakehealth.edu/)  
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Some stakeholders informed me of confidentiality restrictions that would not 
permit them to disseminate my survey so it did not get much activity. From the email 
responses, other stakeholders were facing the aftermath of an egregious wildfire season. I 
later learned that a few did share my survey but were met with no interest. I received 
emails from a couple of interested parties who were unable to partake given some 
technology issues. One individual chose to respond to my questions via email. Another 
managed to have success with the link and submitted their responses.  
 My original research plan was: (1) conduct a preliminary survey, (2) conduct 
interviews/a focus group(s), (3) triangulate the data with an online, 15-minute 
questionnaire geared toward a larger group of participants who fit the same criteria (not 
excluding those who participated in the survey). Between the questionnaire and 
interviews/focus group(s), I expected around 50 hearing and D/HH spoken and signed 
language interpreters to participate. I created all the materials, and this was the plan 
approved by the IRB. However, the COVID-19 pandemic took much of the world’s focus 
(Centers for Disease Control and Prevention, n.d.) and necessitated changing my course.  
 I decided to narrow my data collection to one approach. I grew more interested in 
the stories interpreters could tell than the frequencies I could tally from a questionnaire. 
In July of 2020, I requested IRB approval for a modified research plan and, after they 
accepted my modifications that same month, moved forward with interviews. I 
incorporated some questions into the interview originally designed for the questionnaire, 
and changed some wording. In case participants were unfamiliar with DC-S, I substituted 
“demands” with words like “challenges” and “controls” with words like “resources.” 
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Finding interviewees proved to be the biggest hurdle of the entire process. I 
followed up with the stakeholders (using a purposive or “non-probabilistic” 
“snowballing/network” sampling method). In addition, my Master of Arts in Interpreting 
Studies (MAIS) cohort, faculty, and thesis committee helped with recruiting 
(“convenience/opportunity” sampling method) (Hale & Napier, 2013).  
I sent interview invitations and consent forms (see Appendix E) to those 
undisclosed individuals who had responded to my preliminary survey or those who 
expressed interest in my work. I sent them to the stakeholders I knew had previously 
shared my links. I also sent them to some new additions to my list of stakeholders like 
RID’s Research Corner (those new additions are marked with asterisks in Table 1). 
Unfortunately, RID was unable to fit my interview invitation into that month’s eNews 
(July 2020). For other new stakeholders, I chose to not send the link to my invitation right 
away but rather gauge their interest with a simple introductory email. That way I could 
better keep track of who shared my research. Some did not respond, some stated they 
could not help, some shared resources, some pointed me toward other stakeholders. Then, 
with no intention of sharing the information, I began asking potential interviewees from 
which stakeholder(s) they learned of my research. 
Most potential interviews turned out to be people with Aphasia. They had been 
confused by the language in my invitation and believed I wished to interview them. 
Maybe the stakeholders did not publicize my letter accurately. Regardless, I learned there 
are consumers out there who would benefit from my research and were showing interest.  
As a final effort, my invitation was sent out through RID Research Corner’s 
August, September, and October eNews editions. After receiving responses from seven 
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interpreters, the survey closed October 1, 2020. Three of the seven interpreters withdrew 
from the study at varying stages.  
Data Collection and Coding  
Adhering to grounded theory, I collected references from existing literature, then 
interviewed interpreters, and then returned to what I had collected and, based on new 
insights from the interviews, culled the collection and re-focused the aims of this study. It 
was the information gleaned from the interpreters, paired with current industry standards, 
that led me to highlight servant leadership theory and self-efficacy theory.  
It took time and consideration to settle on a medium to conduct the interviews 
(phone call, email, videophone call, shared Google document, in-person meetings). 
Ultimately, the COVID-19 pandemic decided for me and I turned to Zoom. Over the 
course of three months, I sat down virtually with four interpreters individually and 
discussed their work. I chose to not take notes during the interviews so as to give my 
undivided attention. The interviews were filmed and audio recorded. Later, I made 
transcripts. To help with that task, I used a program called Otter AI.   
The interview questions were semi-structured to keep the conversation flowing 
(See Appendix F). The interviewees guided the conversation, and I allowed them to 
interrupt me or correct me at any time. I left myself open to questions from them as well. 
The conversations increasingly took such rich, natural turns that, by the fourth and final 
interview, my already semi-structured questions became more of an afterthought.  
Human experiences are messy and complicated and rich. They cannot be 
quantified. I coded the data myself using discourse analysis. I listed out demands and 
controls, categorizing them by type, as conceived by Dean and Pollard (2013).  
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Limitations and Disclosures 
There are limits to the extent the results can be generalized with non-probabilistic 
sampling (Hale & Napier, 2013). There are experiences that the data analysis from the 
sample cannot comment on, due to its nature and size. The questions were not 
comprehensive; they sometimes simplified a complex condition and demanding 
interpreting work. This methodology also relied on the interpreters’ self-reporting so 
some elements may not be factual. Furthermore, I sought any and all controls and not one 
single, perfect solution. Therefore, my research questions did not call for me to analyze 
the supplied controls for validity, effectiveness, or quality.  
The state of the world was never far from our minds, given the setting of these 
interviews did not initially allow for relaxed conversation. During two Zoom interviews, 
the video glitched or lagged because snowstorms were interrupting internet connectivity. 
In a different interview, I had to warn that my internet provider had notified me of 
outages in my area. The interpreter then told me it was snowing near them so there could 
be issues on their end too. That interpreter also felt the need to apologize for their lack of 
a “professional” background. The school district that employed them had only just begun 
virtual learning that day, to keep students, faculty, and staff socially distanced and safer 
from COVID-19, so they had not had an opportunity to set up their living space to better 
suit Zoom meetings. The background did not interfere with data collection, but it may 
have had an impact on the interpreter’s comfort level.   
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CHAPTER FOUR: RESULTS AND ANALYSIS 
This chapter presents interview data, broken down into five sections: 
interviewees’ backgrounds and discussion on four demands. A figure listing each 
interviewee’s controls for each demand type concludes each of the four demand sections.  
Interpreters #1-4 had different Aphasia “initiations” (my term). Interpreter #1 has 
a background in Deaf Education. One of their first students, a three-year-old, was deaf 
and had Aphasia. That interpreter’s exposure came early and they have since interpreted 
for deaf adults with Aphasia.  
Interpreter #2 was called to the ER with their mentor. Interpreting the doctor’s 
questions, the mentor just said, “The patient isn't responding ... There’s no 
communication.” No one knew what they were working with. Interpreter #2 took a break 
from ER work. Later, in a similar situation, but warned the patient had traumatic brain 
injury, Interpreter #2 went accompanied by a Deaf Interpreter (DI). Interpreter #3 
laughed bitterly recounting how they were encouraged to seek medical work because it 
was “easy.” Their very first professional assignment was with an Aphasic patient.  
Interpreter #4 has a sibling who had a closed head injury from a car crash that 
almost took their life. The interpreter could not recall if the condition had a name when 
they worked with their first Aphasic consumer. Later, another would reach out and hold 
their hand, while they interpreted with the other, and pass away. “[The patient] felt that I 
had understanding that [they weren’t] getting from anywhere else, which is just very, 
very sad when you think about it.” It appears these initiations were so impactful that 
years later, when they were scrolling through newsletters or emails from “stakeholder” 
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(my term) organizations and saw my interview invitation, they responded. See Table 2 
below for demographic information.  
Table 2  
 
Participants’ Demographic Information 





 Currently,  
 50%       
 of work  
 medical   















































Claude Namy (1978) wrote, “Interpreting ... is not merely transposing from one language 
to another. It is, rather, throwing a semantic bridge between two different cultures, and 
two different thought worlds” (as cited in Dean & Pollard, 2013, p. 6).  
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Noteworthy interpersonal demands—those affecting working relationships—were 
identified. One demand, and some suggested controls, are listed in Figure 3 at the end of 
this section. The figure illustrates the process one would typically follow in a supervision 
session. This visual aid is not prescriptive nor exhaustive, rather it may act as a starting 
point for personal practice or as a catalyst for further discussion and research.  
Alcorn and Humphrey (2007) argued that ASL interpreters do more than facilitate 
language between hearing and D/HH consumers. It is their cultural mediation skills that 
are a true sine qua non. The healthcare workers, who also play a significant role in 
interpreted interactions, may not know this about interpreters. They may have never met 
a D/HH person before or used interpreting services. Interpreter #4 has generations of 
hearing loss in their family and also has a sibling who is a doctor. They appreciate 
healthcare workers’ position but admonish their narrowmindedness. They feel this 
ignorance may unintentionally cause interpersonal conflict, mainly because this 
ignorance can come off as arrogance or hostility and breed mistrust. Then D/HH 
consumers may face the consequences. Interpreter #3 shared: 
I had this doctor, I think, like, two years ago, that I will never forget ... She kept 
telling me to shut up. Like, legit, “You, Interpreter, shut up” ... I’m like, “They’re 
signing … They’re still talking” ... it became a really big thing. Even with 
education, the doctor didn’t quite understand.  
Interpreter #4 recalled an interaction they had, in an operating room, with an 
anesthesiologist who wanted to restrain the deaf patient’s hands and set up physical 
barriers between the patient and the interpreter that interfered with sightlines. The 
interpreter exercised a control and explained how both actions would hamper 
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communication thus violating the patient’s rights. In this example, ignorance led to 
arrogance. The anesthesiologist ignored reason. Unable to communicate effectively with 
the surgeon, the patient almost died. “Liability is a huge neon sign in medical interpreting 
and if you … get that, then you get everything else” (Interpreter #4). The 
anesthesiologist’s initial arrogance bred mistrust among the others. The surgeon promptly 
had the anesthesiologist replaced. After the surgery, the surgeon apologized to the 
interpreter and thanked them.  
So, that taught me a big lesson. I had to stick my ground ... In medical, often, it 
can turn into life or death, very quickly, very unexpectedly. And I’m sorry about 
your pride and your ego but, you know, I’ve got a job too ... It was one of the 
scariest situations ... What if I hadn’t been there? ... How many people could we 
be losing? ... it was well worth being stubborn, on my part.  
The interpreting process is complicated, for bilinguals, even for interpreters, and 
especially for healthcare workers who may not see the care that interpreters take with 
dialects, slang words, figures of speech, cultural references, special terminology. To 
successfully interpret, an interpreter must understand the meaning of the source language 
message and determine its equivalence in the target language. This discourse analysis 
requires bilingual and bicultural competence and cognitive processing skills. An 
interpreter’s delivery is under constant adjustment. Is the D/HH consumer ‘deaf,’ ‘Deaf,’ 
‘Black,’ ‘African American’? Did they grow up in a non-signing, Spanish-speaking 
household? Do they have a learning disability? These different identities and lived 
experiences warrant recognition and respect. Interpreter #3 sighed in defeat 
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They’re never going to understand. I mean, they want ... that one-to-one 
interpretation … “just give me exactly how it is.” And there’s literature out there 
from physicians [about how] they don’t trust the process of interpreting. But they 
don’t understand the process of interpreting. They don’t try to get educated. 
The importance of building professional rapport was a topic that emerged often, 
during all four interviews. Interpreter #3 offered some caveats. Desire for rapport goes 
both ways. Desire may or may not depend on something as simple as whether the hospital 
is located in a rural or urban area. A higher population may mean a greater possibility one 
of the nurses has had exposure to D/HH people. As Interpreter #3 said, if they have a 
D/HH patient “getting dialysis three times a week, I’m pretty sure that they’re familiar 
with how interpreters work.” Still, that same nurse may have a different attitude in an 
ICU environment.  
In Orientation to the Interpreted Interaction, Jones (n.d.) argued that when 
hearing consumers are not oriented to the interpreting process, they can feel puzzled and 
inattentive. Jones stated that an interpreter explaining their role and the interpreting 
process, through consumer orientation, lets the hearing consumer know what to expect 
and will ultimately help them have a better experience and leave with a better impression 
of deaf people. Several examples are provided for how to orient hearing consumers and 
start those crucial conversations that will in the long run mitigate future oppression of the 
deaf consumer by the hearing consumer. Things like interpreter placement in the room, 
eye contact with the deaf person, turn-taking, interpreter teams, and pace of speech, are 
discussed. How medical professionals view deaf people may be indicative of the kind of 
care they will take with them.  
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Interpreters #2 and #3 stated that an interpreter viewed as rude or annoying is seen 
as an extension of the patient. Those negative attitudes are projected. If an interpreter is 
arrogant, “It gives everybody a bad taste in their mouth which makes our job that much 
harder” (Interpreter #4). 
Introducing oneself to staff at the front desk of a waiting room is a powerful 
control that can set the whole tone for the assignment. “Rapport doesn’t mean that I walk 
in and I become your best friend. We don’t have to strike a southern conversation of, ‘Hi! 
How are you? Oh, my gosh! What did you have for breakfast today?’ Right? Super 
southern. Super culturally appropriate” (Interpreter #3). Walking in on time or early, 
providing your name and the reason you are there, and telling them where you will sit 
while you wait for the doctor, goes a long way. “You’ve opened up the door for open 
communication, honesty, trust. Right there, you’re already serving your consumer 
without even stepping into the room with them” (Interpreter #4).  
Depending on the state or hospital, there may be ad hoc interpreters around 
(nurses, janitors, parents) who take up the role. “Oftentimes ... we are going to be seen as 
someone who works at the hospital or we’re going to be seen ... as a family member” 
(Interpreter #4). Healthcare workers have questioned if Interpreter #4 is employed full-
time, if they can support themself, and if they have a college degree. Respectfully 
answering questions helps set professional boundaries.  
Rapport goes both ways, so, too, does trust. As already mentioned, mistrust 
between interpreters and healthcare workers can be toxic. There is literature on D/HH 
people with Aphasia, but few have read it. Knowing little about ASL and how language 
issues present in D/HH signers makes it hard for some hearing doctors to accurately 
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diagnose. Interpreter #3, who also happens to be a clinician, emphasized that this leads to 
trust issues. They gave the example of a patient with a motoric or articulation issue being 
diagnosed with Aphasia and then missing out on the first four months of OT 
(occupational therapy) thus setting back their recovery. “The brain has a specific time 
window. From what we know, usually, it’s around a year. Where it really wants to pick 
up and go back to, sort of, that baseline. Those four months are starting to close and 
narrow down that window.” The person diagnosing could be anyone, from a physician to 
a SLP (speech-language pathologist) to a PM&R doctor (physical medicine and 
rehabilitation) to a psychologist. “I feel like I don’t know what I’m going to walk [into 
with] this [AIR QUOTES] Aphasia case … What if it’s Schizophrenia? … I don’t feel 
prepared, oftentimes.” What begins as an interpersonal demand can bring about a domino 
effect, triggering, of course, paralinguistic demands and confusing intrapersonal 
demands. Circling back to the role of an interpreter—that of an expert on language, 
culture, and communication—an interpreter is not there to diagnose. But it is a myth that 
they are a neutral party (Metzger, 1999). They are technically part of the treatment team. 
“There’s a lot of talk in the interpreting field about being invisible and we’re just not 
[laughs]. Right? Let’s get over it” (Interpreter #2). Interpreters #2-4 all used the word 
“balance” when discussing this demand of role uncertainty.  
Controls that Interpreter #1, 3, and 4 spoke about in-depth are briefing and 
debriefing. Asking healthcare workers, ahead of an assignment, about what to look for 
and how they can provide the best assistance to help the healthcare workers reach a good 
clinical formulation can introduce the interpreter as a team member. Debriefing, after the 
assignment, to share observations can further establish the interpreter as a team member. 
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This “constitutive role” allows healthcare workers to see interpreters as a resource. 
Interpreter #1 further explained: 
In medical interpreting, if you’re doing it correctly, you’re part of the medical 
team. You talk to them before and throughout the assignment … in working with 
them, over the years, they’ve learned schedule double time for my appointments 
because of that rapport I’ve built with them … that gives me more clout to say, 
“Here is what we need to do.” 
Self-advocacy leads to better teamwork. An interpreter who puts value on their own time 
and work leads others to follow suit. Interpreter #4 described it as selling oneself.  
Interpreter #2 shared that doctors may want to chat with the interpreter, while 
heading to the patient’s room; that is an opportunity to meet at the negotiating table and 
go over expectations and needs. Interpreter #4 has proactively asked to meet with nursing 
teams and surgeons. “I need to be able to reassure them that I’m competent and can be 
trusted with my job and they realize quickly that I need to be able to trust them as well.” 
They have shared observations. For example, 8:00 a.m. rounds were unproductive, and 
the patient was more cognizant around noon after x-rays. With respect, time, and 
education, healthcare workers can come to appreciate how interpreters enrich the health 
care interaction. “The doctor, he was so impressed. He kept asking [for] me, every single 
time, for this particular dynamic” (Interpreter #4).  
 Offering further advice, Interpreter #1 said an interpreter should know they have 
the right to look at the patient’s chart. They should learn the culture and jargon, speaking 
in stats and CBCs [complete blood count]. They should know how the system operates 
and who answers to whom. Interpreter #2 added it is common courtesy to use the 
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appropriate titles when addressing healthcare workers. Interpreter #4 admitted to being 
slightly old-school, they will announce their errors, saying/signing “interpreter error” so 
all parties are on the same page. All of these controls build trust.  
Interpreters #1-4 recalled instances when they advocated for patients, exercising 
another part of their role. Interpreter #2 explained how the parking garage at the hospital 
they work for is not accessible to D/HH people who press buttons for entrance but cannot 
communicate with workers through the speakers. The interpreter has brought the issue to 
their manager. “Yes, I think that we do advocate and I’ve done it. I’ve done it more than I 
think I would like to say or, like, I could admit in the field. Even my mentor, she’s like, ‘I 
would never do that’” (Interpreter #3). Interpreter #4 will ask the D/HH consumer, in 
front of the healthcare worker, if they may step out of their role of just-linguistic-
facilitator, and only when necessary. They also made the comment that it is more 
common for older interpreters to be hands-off in this regard, sticking to a traditional role.  
 Aphasia puts D/HH consumers in a unique, vulnerable position: a patient whose 
basic communication abilities have been severely compromised. This vulnerability is not 
a forfeiting of autonomy. By advocating, interpreters understand that the consumer’s 
language preferences must be respected, and their human rights must always be affirmed 
and protected (Dean & Pollard, 2013). Tenet 3.0 of the CPC states that interpreters must 
avoid conflicting roles and actual or perceived conflicts of interest. Tenet 4.4 states that 
interpreters “facilitate communication access and equality, and support the full 
interaction and independence of consumers” (National Association of the Deaf & 
Registry of Interpreters for the Deaf, 2005). They do not make diagnostic decisions or 
decisions on the consumer’s behalf. Supporting patient communication in the way of self-
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advocacy empowers them to take more active roles in their health journey and educate 
healthcare workers about the rights of D/HH people. Interpreter #4 said it is a fine line to 
walk so as to prevent the consumer from withholding feedback.  
They become passive rather than an active consumer. How many times have we 
been preached to, in the fact, “You have to take control of your own health”? This 
helps teach the deaf consumer the exact same thing that we’re all learning. They 
have to be able to trust that doctor, or nurse, or healthcare provider. As soon as 
that trust is taken away, everything shuts down.  
 Interpreter #4 spotted a theme in their career of trust trumping all. This fits 
servant leadership. A D/HH consumer wants the validation that the interpreter is there for 
them and ready to offer honesty and patience in addition to equal access. The dynamic is 
“multilayered.” Fitting for “a multilayered condition” like Aphasia. Interpreter #3’s 
ending advice was littered with pre-assignment controls. 
Well, don’t do the same thing that I did and accept a job. No, I’m kidding. If they 
know that the patient has Aphasia, they really need to dig in on what Aphasia is 
and what it means, if they can. YouTube has so many good videos ... see what 
Aphasia looks like ... Try to think of what Aphasic patients look like in English 
and try to bring that knowledge to the interpreting environment. Again, we are not 
there to diagnose. We are not there to be making the decisions of what treatment 
is going to be appropriate or not. But we’re going to be providing such an 
important service that is going to lead to those things … Don’t project your 
frustrations onto the D/HH consumer. Be able to identify the Aphasia as either 
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expressive or receptive. Familiarize yourself with literature and basic information 
on how Aphasia presents itself.  
 
Figure 3  
 
Interpersonal Demand: This is the first time that the doctor has worked with an 
interpreter. 
Pre-assignment Controls: 
Interpreter #1  Interpreter #2  Interpreter #3  Interpreter #4  
brief chat with doctor introduce yourself  
ask to see patient’s 
chart 
   
Mid-assignment Controls: 
Interpreter #1  Interpreter #2  Interpreter #3  Interpreter #4  




announce own errors 
keep communication 
open 
  make sure room 
layout is appropriate 
   allow patient to 
guide conversation 
Post-assignment Controls: 
Interpreter #1 Interpreter #2  Interpreter #3  Interpreter #4  




In a 2020 blog post, discussing the Black Lives Matter movement and some of the 
emotional aftermath of returning to work and going about daily business after George 
Floyd’s murder, Golding (2020) made a comment that I find myself reflecting on often 
and in several contexts: “I don’t know who decided that being professional was loosely 
defined as being divorced of total humanity, but whoever did they’ve aided, 
unintentionally maybe, in a unique form of suffocation.” Well said. Sometimes, personal 
problems cannot be checked at the door. Sometimes we carry them with us, and 
sometimes they have an impact on our interpreting. Intrapersonal demands are those 
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having to do with the interpreter’s own impressions and inner dialogue. One of these 
demands as well as some controls are summarized in a chart at the end of this section.  
 When asked if they had ever stumbled across any resources related to D/HH 
people with Aphasia and interpreting such as a book or website, Interpreter #2 simply 
shook their head, indicating they had not. Interpreter #1 suggested others use Google to 
find reputable sources. Interpreter #3 lamented:  
I’ve never seen a workshop on deaf Aphasia for interpreters. At all. Zero ... I think 
it’s much needed, just to raise awareness, at least, minimally, for these people ... 
we can integrate skills and ELK [extra-linguistic knowledge; knowledge beyond 
that of a language, itself] ... We can move the field forward ... A couple 
workshops, at least. A couple articles ... for people that like more academic stuff 
... webinars.  
 A lack of resources is a demand. Feeling ill-equipped, in whatever way, takes a 
toll on interpreters’ confidence and self-efficacy, which is a further demand. Interpreter 
#2 shared how discouraging it can be to interpret something as clearly as possible and be 
met with a random or unintelligible response from the D/HH consumer. The first place a 
novice interpreter, or an interpreter lacking experience in this area, will go is self-doubt. 
“So, yeah, I do get nervous around situations where I feel like I’m the one kind of making 
a call” (Interpreter #2).  
We can bolster confidence by learning from past mistakes and sharing those 
lessons with others. Those shared lessons can become our controls. A horrified 
Interpreter #3 recalled being told only that the D/HH consumer had suffered a stroke and 
“didn’t know any language.” The agency they contracted with, where they had just 
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completed an internship, said any interpreter would do. It was an “easy job,” Interpreter 
#3 reiterated in air quotes, with heavy sarcasm and eye-rolling. An “easy job” they now 
admit required a Certified Deaf Interpreter (CDI). They were not able to prepare because 
they did not know what to prepare for; they were given so little information.  
From what they remember, it was a case of expressive Aphasia, though Aphasia 
was never mentioned. The patient was re-learning the signs for cat and dog in a speech 
therapy session. Interpreter #3 knew nothing of Aphasia and felt very out of place. They 
admitted they probably did an “awful job, in terms of interpreting into English.” They 
failed to convey the mistakes the patient was making. “I probably was repairing that 
message so much that it sounded like they were fluent. They were not fluent at all.” 
Interpreter #3 did not do any research after the assignment. They left, having no idea 
what the patient had was called Aphasia. They assumed the patient just had “really bad 
language” after a stroke. There were no family members present. Interpreter #3 just pitied 
the consumer. They also doubted their own signing and interpreting abilities, questioning 
if they actually knew ASL.  
Years later, Interpreter #3 learned what they had done and the gravity of their 
mistakes. They also were inspired to formally study the matter further and they became a 
clinician, positively impacting their self-efficacy. Today, they are still coming to terms 
with the shame. “Hopefully, they had better interpreters after that.” When asked why this 
assignment was so memorable, they exclaimed, “It was my first job, ever. That’s the one 
where I’m, like, [signs ‘trauma’] I’m - I’m scarred about it ... My very first assignment. 
Ever. As an interpreter. Ever! ... When I saw this [thesis research concept] I was, like, 
‘Yes!’”   
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One important post-assignment demand that arose from the data was related to 
managing vicarious trauma. The following section contains discussions of death. For 
readers who may be uncomfortable with this topic, they may skip to the next section on 
paralinguistic demands.  
Harvey (2003) determined that deaf–hearing interactions can be complicated due 
to cultural differences, either because of ignorance or intentional oppression. Interpreters 
often play the role of bystander, seeing the harmful toll it takes on D/HH consumers. 
Being human, they basically have no option but to feel empathy. It becomes a balancing 
act, supporting the hurt consumers while maintaining a professional emotional distance.  
In Self-care in the field of interpreting, Zenizo (2013) highlighted the stress 
interpreters are under and their tendency to internalize: “Finding ways to release 
situations that have been perceived through their eyes, processed through their voices, 
and kinesthetically expressed with their bodies is the challenge” (p. 18). This is especially 
true for interpreters providing services in intimate, emotionally charged medical settings. 
Physical and psychological harm are additional stressors. Linguistic and cultural demands 
are compounded by secondary traumatic stress that, over time, leads to vicarious trauma. 
Zenizo championed employable coping methods. This resource acknowledges what so 
many disregard—interpreters are people too. 
The expectation from a patient’s loved ones can be that the doctor will take care 
of everything. When they cannot, interpreters are the ones delivering the bad news. That 
news “came off your hands. [You] facilitated that information” (Interpreter #4). The 
hands, the signing, is what they see. It is expressed through the interpreter; therefore, it 
must be the interpreter’s fault. This misunderstanding damages our profession. “I think a 
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lot of interpreters are almost scared to do medical interpreting, anymore, because of the 
liability ... Be honest, can any of us really afford to be sued to where we lose everything? 
Most interpreters can’t afford that” (Interpreter #4). Some interpreters are seeking out 
other work, to avoid the risk. Others stay but at what cost?  
It was 24/7, for about two weeks, with Interpreter #4 and their team switching out 
every three hours. A mentor had brought them in on the assignment. A Deaf patient had 
injured their head and then had a stroke. The interpreters were doing their best, learning 
how to communicate and interpret effectively but the patient’s health declined. Recalling 
the consumer’s fear and frustration as they lay in bed, Interpreter #4 says they must have 
felt trapped in their own body or trapped in a nightmare. At one point, “I had to ... step 
back. Literally and figuratively. I mean, I remember, literally, taking a step back.” They 
took a breath and announced that they were going to stop interpreting. They needed to 
take two minutes. The interpreter had to talk themself into going back into the patient’s 
room. “A lot of self-talk. Like, ‘It’s okay. They really don’t hate you. It might feel like it, 
at the moment, but they really don’t.’” They returned and worked until their team 
interpreter replaced them. The mentor checked on things, every once in a while, mostly to 
make sure they were eating, drinking water, using the restroom, and taking walks around 
the campus of the hospital to get fresh air. They worked to get their mind, temporarily, 
out of that room. Finally, the team reached their breaking point and left to avoid causing 
harm. Interpreter #4 was not resentful as they took over, but it was then that the consumer 
passed away.  
I think the fact that [they] reached out and went to hold my hand, as [they were] 
dying, told volumes to me ... [They] actually did appreciate me being there. 
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[They] thought of me as a friend. [wrestles with their words] This is not for 
drama. This is for you to really understand where my brain had to go, when 
you’re watching them zip up a body bag and you realize, [whispers] “Wow!” 
[holds face in hands] That’s when it hit me how important my job was ... 
Actually, to be quite honest with you, when I got to my car, I cried my eyes out. I 
just wept. But I had to. I think that was how my body was trying to take care of 
itself and it was just very, very sad. 
It gives one a greater appreciation for healthcare workers who deal with loss 
regularly. The mentor was outside the room, when Interpreter #4 came out with the body 
in the bag and the coroner. “Getting back in the saddle” helped for a few months. 
Afterwards, they just wanted other kinds of community work. Their mentor contacted 
their boss and echoed the request.  
I did it. I actually got to the other side. I had nightmares about it for a while ... 
That’s before we really knew what vicarious trauma was. We just knew that self-
care was becoming vitally important, in that field ... I just remember thinking, 
“Wow! I could’ve really enjoyed being on the beach, that day,” or something like 
that. You know? ... I guess I was in the right place at the right time but I didn’t 
quite understand that. 
Feeling it was the best action to take, Interpreter #4 sought psychological help  
immediately. They needed to separate work life and home life. “I had to make 
connections with my own culture again, connecting with my hearing friends, my family, 
my daughter.” Healing took time. “I was there, yes, and I was doing my job but I can’t 
own the death. Does that make sense?”  
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Thankfully, Interpreter #4 ignored the stigma that surrounds consulting licensed 
mental health experts. “I’m not afraid to admit I need to talk about it.” They have 
colleagues who have been in horrific situations but lacked an outlet. “I think it’s very 
healthy to get all of this out and get rid of it. If I can go to somebody that’s not in the 
profession and just take what I need to dump ... It’s probably the healthiest thing I can do 
for myself.” They recommend RID form a support group for this purpose.  
Reflecting on that experience, Interpreter #4 advised that the best control in a 
similar situation is maturity, not in years but in attitude. They are grateful for the 
experience and the consumer who meant so much to them and trusted them to be there. 
They feel like a more capable leader now who provides better services. After a deep 
breath and a smile, they said, “I could write an entire book on just that one experience.” I 
sincerely hope that one day they do just that.  
We cannot serve others well if we have not first taken care of ourselves. Healthful 
self-care practices can do wonders. Emphasis on ‘healthful’ as Interpreter #2 noted, “It 
comes out sideways, sometimes, where I’ll overeat and ... do some self-reflection 
[chuckles] like, ‘Why did you just eat a whole bag of Swedish Fish?’” Of a similar 
mindset, Interpreter #3 said, “I eat a lot. It’s good sometimes. Not, oftentimes.” Some of 
the interpreters admitted that they preach self-care but don’t always practice it. Burnout 
can be sneaky and, once your guard is lowered, hit you like a ton of bricks.  
I asked about techniques to de-stress. Interpreter #2 decompresses alone in their 
bedroom and limits their caffeine intake. They take time off, between hospital shifts and 
freelance work, to get more balance in their life. They focus on their home and their 
nutrition. Interpreters #2 and #4 spend time with their respective child. Other suggestions 
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from the four included: transposing music, playing instruments, reading, studying another 
language, running, hiking, camping, traveling, doing jigsaw puzzles. When all else fails, 
“Well, [sighs] I have a very supportive husband who knows nothing about what I do but 
he knows how to draw me a bath [laughs]” (Interpreter #2).  
Some assignments linger long after they end. It helps to debrief with a trusted 
colleague. Interpreter #3 declared they will “definitely, 100% - and it doesn’t matter what 
job it is” debrief with confidants like their mentor. Rarely are these peers close to the 
consumers. They view debriefing with a physician and self-care as wholly separate. 
Perfectly demonstrating the DC-S in action, Interpreter #1 shared how they typically 
debrief:  
“This was hard!”  
“Okay, well, why was it hard?”  
“Okay, let me think of why it was hard. Well, I was working with a new doctor. 
He had never seen the patient and I didn’t do enough with him, ahead of time, so I 
was mitigating problems throughout because I didn’t mention all this stuff first. 
You know?” 
“So, identify why, if it didn’t go perfectly. Why didn’t it go perfectly?”  
This reflection, also called supervision or case conferencing, is vital in practice 
professions. Name any and all demands, select one, list any and all controls for it, select 
one, list any and all consequences (good or bad things that will definitely happen if the 
control is used), list any and all resulting demands, and, if necessary, repeat. Sharing 
challenges, holding a microscope to those challenges, and postulating solutions improves 
the work and pushes the field forward (Dean & Pollard, 2009). Interpreter #4 did not 
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learn about DC-S until they were in graduate school. Interpreter #2 also felt they lost out, 
wishing it had been in their repertoire from the onset of their career. It used to be so 
“black and white” in a conduit role.   
This whole flexibility/gray-area-thing ... just blew my mind. It really gave 
credence to the decision-making process that I do ... I’ve got the book right here 
[points off-screen and laughs]. It’s so validating in the sense that this is really 
what we do. This is the real-world stuff ... We are able to use our professional 
judgment to filter out ... possibilities ... I highly suggest it to any interpreter. 
Interpreter #3 is careful when adopting ideologies or pedagogies or schemas, lest 
work begins feeling too prescriptive. Interpreter #4 also puts less stock in DC-S and 
analyzing every decision. Proper guidance from a mentor helps an interpreter sufficiently 
hone their gut. They caution against swinging too hard in any one direction. Again, the 
word “balance” came up. “Having it too extreme, one way or the other is causing a lot of 
issues, because as humans, most of us, I believe, do our very best when we have 
balance.” If one says no when they need to, when they say yes, they actually mean it. 
Boundaries prevent resentment and burnout. Thinking of people they have observed who 
do not yet have a good grasp on their personal limitations, Interpreter #4 advised:  
Don’t hesitate to call a timeout and contact your boss, if you feel overwhelmed. 
Tell them the assignment is not appropriate for you, legally, morally, or 
whatever … Be willing to say, “This isn’t for me. I shouldn’t be here. I’m under-
qualified. I’m too close to the situation. I’ve experienced this myself. Vicarious 
trauma.” ... Tell those involved, “Woah. Stop. Stop. Stop. No more. No more 
communication till I get a replacement in here” ... Don’t work to the point of 
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exhaustion. If you do, get a replacement. It is not about your ego. It is not about 
your paycheck. I’ll go without rather than put somebody’s life in danger. That’s 
just my philosophy ... Be patient. Expect the unexpected. Get a team who has 
experience with Aphasia. Find a good mentor with that experience or one who can 
connect you with someone who does ... I don’t think I’d want to do that by myself 
... never having that experience before. Ever. 
In fact, all four interpreters value mentorship as a good introduction to 
interpreting work, to medical work, and to Aphasia work. “[Interpreters have] got to have 
that actual hands-on, real experience” (Interpreter #4). Interpreter #2 recounted a 
mentorship they did in a teaching hospital in the 90s that was “invaluable.” It was during 
that time they were first exposed to Aphasia. Their mentor was a child of a deaf adult(s) 
(CODA) who ran their own interpreting agency. HIPAA had not been established yet so 
they followed the mentor around and observed and learned. It “was hugely beneficial for 
me ... I will always really cherish that experience.” Interpreter #2 is now staff at that 
hospital. 
Interpreter #4 remembered a fantastic mentor, back in the days of the NAD 
certifications. Medical assignments were hard to fill. Consumers did not always know 
who to trust in their most vulnerable moments. When the mentor got permission, they 
would take Interpreter #4 with them to their assignments. Consumers learned to trust 
Interpreter #4 because their mentor did. Now, Interpreter #4 advocates for mentorship. “I 
truly believe that all interpreters coming behind us, we need to help pull them up ... I had 
interpreters like that for me and I would not be where I am today without that.”  
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 Interpreter #1 owns an agency and they personally mentor people wanting to work 
with their known Aphasic consumer. Sending new, untrained interpreters on those 
assignments would not be fair to anyone. Still, qualified interpreters get briefed.  
In the medical field, when you’re passing a patient off to the next doctor, to the 
next nurse, you give report. Right? They give report. At the end of the shift, you 
give report. That’s what you do. And so, we use that terminology, as well … “I 
need to give report to the next interpreter,” and they’re like, “Okay, we’ll stop and 
wait for you to give report.” Because they already know how important that report 
is. So, I give report. I just don’t always do it right there in the room. I give report 
before they go in the next day or whatever. So, yeah. Using their terminology. As 
soon as you get report then we’re good.” Even another master level interpreter, 
I’m not going to send in without giving them some background and some 
information about the linguistic situation. 
Figure 4  
 
Intrapersonal Demand: The interpreter has low confidence in their interpreting abilities. 
Pre-assignment Controls: 
Interpreter #1  Interpreter #2  Interpreter #3  Interpreter #4  
use Google to prep read DC-S remember past 
lessons 
get legal insurance  
brief    
Mid-assignment Controls: 
Interpreter #1  Interpreter #2  Interpreter #3  Interpreter #4  
 suppress negative 
self-talk 
apply past lessons call for a team 
   call for a 
replacement 
   acknowledge 
personal feelings  
   acknowledge past 
trauma 
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   temporarily excuse 
yourself 
   positive self-talk 
   self-care (eat, drink, 
take bathroom 
breaks) 
   take a walk  
Post-assignment Controls: 
Interpreter #1  Interpreter #2  Interpreter #3  Interpreter #4  
become a mentor connect with loved 
ones 
talk to a confidant find a mentor 
engage in 
supervision 
take time off work research share struggles with 
boss 
   take more 
assignments 
   take similar 
assignments 
   take other kinds of 
assignments  
   cry in your car 
   seek psychological 
help  
   engage in your 
hobby 
   find a new hobby 
 
Paralinguistics 
“Many people with Aphasia remain isolated, afraid that others won’t understand them or 
give them extra time to speak. By offering them the time and flexibility to communicate in 
whatever way they can, you can help open the door to language again, moving beyond 
the limitations of Aphasia.” - Susan Wortman-Jutt (2016) 
 
Paralinguistic demands—those related to language—are discussed in this section. 
One is explored in greater detail, along with some potential controls, in Figure 5.  
Today, Interpreters #1-4 are more educated about Aphasia which positively 
impacts their self-efficacy. When asked to give a brief synopsis of Aphasia, Interpreter #3 
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correctly explained it is related to a lesion (part of an organ or tissue that has suffered 
damage) in the brain. It is caused by a blow, a stroke, or a neurodegenerative disorder. 
It’s usually categorized as either fluent or non-fluent. There are several kinds: global, 
Wernicke’s, Broca’s, transcortical. The kind depends on the part of the brain (lateral, 
temporal, frontal) that has the lesion and how the language networks are impacted. There 
are complicated kinds of Aphasia that only impact repetition. There could be 
fasciculations (involuntary muscle movements) caused by a tumor growing in a certain 
region. This can lead to the affected person being unable to repeat a sentence just signed 
to them, though they can see it, perceive it, and understand it. This knowledge Interpreter 
#3 has is a far cry from what they had when taking on their first assignment and simply 
understanding that the consumer “didn’t know any language.”  
Interpreter #2 effectively summarized the crux of the matter. They do a lot of 
mental health interpreting as well and, at times, the D/HH consumer’s dysfluency is part 
of the clinical nature (Dean, 2010) and, therefore, should not be “fixed” or “masked.” The 
interpreter is left to discern whether the dysfluency is being caused by Aphasia, a mental 
condition, childhood language deprivation, or a lack of access to sign language “until 
they were twelve.” How much is the interpreter meant to figure out, and how much is 
meant to just be given to the “professional neuro” to figure out?  
One of the demands that I have come to terms with is the fact that, you know, as 
an interpreter, we’re trained to make sense of what we see the deaf person 
signing. And to do that with somebody with Aphasia, we’re doing a real 
disservice to the doctor trying to treat the patient because they have no idea what 
the level of dysfunction that the person is experiencing [is] … You really got to 
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trust what you see. And I think that takes a good deal of experience in putting 
aside what you’ve learned and just focusing on the point of the visit by the 
medical professional … The other demand is kind of the same thing only the other 
way around, you know, like, trying to make sense and break things down in a way 
this person [Aphasic patient] will understand when they just don’t have the 
capacity … as a person that knows both languages, being frank with the doctor 
that I am, you know, I am using standard American Sign Language that most any 
deaf person would be able to understand versus not understanding what I’m 
saying, you know… both sides of that same issue.  
Again, this response is a far cry from Interpreter #2’s “initiation” in the ER with their 
mentor telling the doctor, “‘The patient isn't responding ... There’s no communication.’”  
Interpreters #1-4 listed off the most common paralinguistic demands they have 
encountered: atypical sign choices, paraphasic errors, signing one-handed, signing with 
the non-dominant hand, confusing syntax or word/sign order, inability to put things in 
chronological order, inability to reference time, inappropriate use of space in their ASL, 
perseveration (uncontrolled repetition, signing, stuttering) (NSW Government & South 
Eastern Sydney Local Health District, n.d.), a static face that lacks facial grammar, 
missing vocabulary, inability to identify objects, signing ‘yes’ instead of ‘no,’ wrong 
palm orientation, wrong handshape, wrong sign movement, wrong sign location.  
Interpreter #4 explained, “It’s like going back to baby sign language.” Interpreter #3 said 
simply, “Their sentences, they’re not sentences. They’re just not cohesive … ‘Can you 
tell me is today Wednesday or Thursday?’ ‘Well, the ball is red.’” They also cautioned 
against predicting where the message is going and voicing something that has not been 
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signed yet. It is so important to grasp the intricacies and nuances of Aphasia before trying 
to make sense of it and they cannot be grasped by non-fluent signers. They warned about 
patients using made-up signs (neologisms). Sometimes the phonology [handshape, 
movement, palm orientation, and so on] is similar to real signs so interpreters may 
assume they are real (Crump & Glickman, 2011). Interpreter #1 stated not having an 
extensive ASL vocabulary can be a huge paralinguistic demand. They went on to share 
their most helpful mid-assignment control.  
Oh, my goodness! First of all, make sure that you have an understanding of your 
limitations and be willing to say, “I don’t know,” or “I need help.” Right? First 
and foremost. Don’t just say, “I can do this. I can do this. I am going to do this.” 
Because you might do more harm than good. Okay? You have to be able to say, “I 
can’t do this. We need somebody else. I need a team. I need a CDI ...” You have 
to be willing. You can’t let your ego get in the way, first of all. [It’s] knowing 
your limits and being transparent about your limits ... I rely a lot on my gut, but 
my gut has been honed. Right? So, I wouldn’t say that’s the best approach. 
Interpreters can adjust their ASL delivery to match consumers (code-switch). 
Linguistic features can be manipulated to strengthen and clarify the interpreted message: 
speed, prosody, classifiers, fingerspelling, space, syntax. “Go slow. Be very, very 
specific. Very precise on signs you’re going to use and getting the ‘biggest bang for your 
buck’ ... If I’m going to give you something, I need to give you the very best sign I know, 
to give you that full meaning in one sign. They can’t - they can't do big chunks of 
information. It just gets lost” (Interpreter #4). Lexical decision experiments and the 
frequency effect prove that commonly used words/signs are easier to identify and relating 
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words and signs to each other helps with recognition. Restating the referent avoids run-on 
and ambiguous statements (Mihalicek & Wilson, 2011). Using context and semantic 
association, the human brain detects patterns in new information and can fix disrupted 
patterns to prevent structural damage (Aitchison, 1997; Mihalicek & Wilson, 2011). The 
brain never loses its ability to learn new words/signs and retain the information. Carey 
proved that children who were casually exposed to a word were able to recall it six weeks 
later (Lieber, 2016). For older deaf people, “When all else fails, they go to fingerspelling” 
(Interpreter #4).  
The interpreters rely on backchanneling, non-manual markers, and feedback from 
the D/HH consumer. They will seek confirmation, as true servant leaders. It is a give-
and-take relationship and the interpreting is always very individualized. It is not a one-
size-fits-all situation.  
All of these techniques can be shared with healthcare professionals to improve 
treatment. Sharing builds rapport and gives the workers the opportunity to record 
information and possibly share it with the next interpreter. Interpreter #1 has found that 
D/HH people with Aphasia prefer using the same interpreter or interpreters for every 
appointment. The other interpreters indicated this consistency, while ideal, is rarely 
possible.   
Interpreter #2 said they may request the healthcare worker slow down or repeat 
information if there are numbers involved (e.g., medication dosage). Medical interpreting 
is mostly consecutive so the interpreter can ask the worker to spell a medication. 
Interpreter #3 added, “We’ve cornered ourselves into going simultaneous ... Spoken 
language interpreters are not interpreting simultaneous ... We’re doing it because it’s easy 
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and convenient for modality purposes,” but we play catch-up the whole time. Interpreter 
#1 echoed: 
When I’m doing medical interpreting, I’m not doing simultaneous ... I need the 
whole message and then I give it ... The deaf person is signing, I’m waiting till I 
get all of what I need and then I voice it. So, it’s very much in my control ... And 
the doctors are fine with that ... Sign language interpreters have thought forever 
that they have to do everything simultaneously ... No, your message is not near as 
accurate simultaneously. 
Interpreter #1 has also borrowed diagrams on display in the room and a model of 
a skeleton. They have borrowed a model of the heart during a cardiology appointment 
and they bring their tablet with them in case they need to look something up. They still 
leave the explaining to the healthcare workers though. Sometimes the workers have 
drawn things out on the paper that covers the table or they will show them something on 
their computer. Facilitating doctor-patient relationships is key. Interpreter #2 elucidated 
that they will ask the doctor to search for the desired brace on Amazon and show the 
patient, for example. This plays to the visual nature of D/HH people. “I’m not a doctor. I 
didn’t go to twelve years of medical school. You know? I think it’s important for them to 
establish a relationship” (Interpreter #2). Using third person is helpful too. For instance, 
the interpreter saying, “The interpreter is not understanding what the patient is signing…” 
(Crump & Glickman, 2011). 
What stands out most for Interpreter #2 is the demands that palliative care 
presents. Doctors have an approach to delivering information that can be soft and 
euphemistic. This is fine for hearing patients. But ASL and Deaf people are direct. They 
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have had to stop the provider and explain how discussions of “making them comfortable” 
does not convey to the patient that they are going to die soon, or asking them whether 
they want to be comfortable or be sick from chemo does not help them understand that 
they will die if they don’t do the chemo. Interpreter #2 remarked that, in their experience, 
many D/HH patients have never heard of palliative care or hospice.  
Back in the day, interpreters were not trained to suggest to doctors how to phrase 
things. That used to exceed the role of the interpreter, and providing that feedback was 
scary (Mann et al., 2011). It was a graduate program that gave Interpreter #2 permission 
to make suggestions to the healthcare team. As the sole person in the interaction with 
knowledge of both consumers, cultures, languages, and perspectives, it is only fair to 
share their insights. “So, um, yeah. Palliative care is my biggest challenge. That and 
genetics [laughs]” (Interpreter #2).  
Interpreter #3 has written things out, incorporated music, and utilized gesture. 
Melodic intonation therapy is another option being explored (Albert et al., 1973; Norton 
et al., 2009; Zumbansen et al., 2014). Interpreter #4 likes whiteboards for drawing and 
writing. PECS (Picture Exchange Communication System) is an alternative/augmentative 
communication system developed in the United Sates in 1985, whereby people are able to 
communicate through pictures, to build their lexicon. It is used worldwide, for thousands 
of people of all ages with “various cognitive, physical and communication challenges” 
(Bondy & Frost, n.d.).  
Recruiting a DI or CDI “is one solution to communicating with deaf people with 
severe language dysfluency” (Crump & Glickman, 2011). When all four interpreters were 
asked if they would recommend working with a CDI, it was a resounding affirmation.  
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“Oh, of course! For sure! 100%!” 
“Totally. Definitely, yeah.” 
“The best tool ... is bringing in a DI ... I think it’s imperative to bring in a DI.” 
“If at all possible — most of the time it is — I solicit a DI.” 
“The number one most imperative thing you can do is get an experienced DI.” 
“DIs are really helpful.”  
“I will always request or vouch for a CDI.” 
“I will say, ‘No, I will not go to the job if there’s not a CDI.’” 
“The nuances that CDIs pick up are just so different from ... what I would pick up 
… It just makes my job easier ... and I’m actually providing quality services.”  
DIs are helpful when D/HH consumers are coming out of surgery and the 
anesthesia is still in effect and they’re in a lot of pain or their arms are strapped to the bed 
and they can only move their fingers. Teaming with a DI means you have a language 
expert with you whom you can bounce ideas off of. They are an effective control for so 
many paralinguistic demands, when the hospital’s liability is at stake, the interpreter’s 
liability is at stake, and a person’s health is at stake. Interpreter #1 used to tell healthcare 
workers that they were “going to need a specialist” because ‘specialist’ is a term they 
understand and use. “I approach it that way. ‘The CDI is a specialist. So, I need to work 
with a specialist who happens to be deaf.’” There are resources available to healthcare 
workers who wish to learn more about these language specialists (Registry of Interpreters 
for the Deaf, 1997, 2021; ASLized!, 2014). Though Interpreter #1 did note that the closet 
CDI was hours away from their location and Crump and Glickman (2011) pointed out 
that there just are not very many CDIs and DIs who have the necessary training yet. Still, 
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hiring a CDI or DI, when possible, is a move in the right direction. “Language planning 
efforts, if they are to be defensible, must entail the active involvement and participation 
of those for whom they are intended ... contribute to the creation of more just, humane 
and legitimate ... policies” (Lucas, 2001, p. 172-173). 
Lastly, emotional support from loved ones and easy access to language from an 
early age help mitigate the paralinguistic demands brought on by Aphasia and may assist 
recovery. As Interpreter #4 put it: 
Do they have supportive families and parents or adults in their life? Bottom line. I 
know, it’s really simple. Might be over-simplified, but it’s very true. If you have 
supportive parents and you have some kind of language, in the beginning, life is 
not so hard in the end. An education didn’t matter. It’s all came down to, “Who’s 
your support group?” That’s your foundation.  
While it is normal for the support group to still experience difficulty when 
communicating with the D/HH consumer with Aphasia, they can still aid the interpreting 
process. With a third-to-fifth-grade English comprehension level, the average non-
Aphasic Deaf patient struggles to express themselves to physicians, and so, often, refrains 
from doing so (McEwen & Anton-Culver, 1988). Health care can feel inaccessible to 
them (National Association of the Deaf, 2021). Interpreter #3 claimed that if they notice 
the D/HH consumer has an easier time communicating with their daughter than other 
people, for example, the health care team can learn from her to see what methods she 
employs.     
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Figure 5  
 
Paralinguistic Demand: The D/HH consumer uses made-up signs (neologisms). 
Pre-assignment Controls: 
Interpreter #1  Interpreter #2  Interpreter #3  Interpreter #4  
study ASL 
vocabulary 
   
Mid-assignment Controls: 
Interpreter #1  Interpreter #2  Interpreter #3  Interpreter #4  
admit you do not 
know something 
do not fix or mask 
dysfluency 
avoid predicting the 
message 
recruit a team 
ask for help clarify with D/HH 
consumer 
gesture sign slowly 
use visual aids note 
backchanneling/ 
feedback 
write be specific and 
concise with signs  
avoid simultaneous 
interpreting 
recruit DI/CDI  restate the referent 
(repeat topic)  
 use third person  fingerspell 
 be transparent about 
process with 
healthcare workers 
 draw/use pictures 
Post-assignment Controls: 
Interpreter #1  Interpreter #2  Interpreter #3  Interpreter #4  
study ASL 
vocabulary 
 recruit the help of 
loved ones 
 
do not take similar 
assignment if not 
ready 
   
 
Environment 
Environmental demands stem from the setting an interpreter is working in—in 
this case, medical settings like hospitals and clinics. The data, for the most part, 
highlighted demands related to policies, laws, and credentials. Some key findings can be 
found at the end of the section (See Figure 6). 
The environment, as it is, is demanding. The policies laid out in the ADA and 
HIPAA can be ineffective at best, and ableist and audist at worst. It comes down to 
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healthcare workers understanding them well and interpreting them accurately. They may 
not be eager to partner with interpreters, despite the ADA. Also, HIPAA prevents peer 
consultation, so an interpreter cannot share notes with the next interpreter assigned to the 
consumer. Interpreter #3 shared that, while previously working as a staff interpreter for a 
big medical center, they could count on one hand the number of times they knew what to 
expect in an assignment and illustrated some of the inner turmoil they faced as a result.  
Preparation is key to going into assignments ... “You have an appointment in 
Audiology” ...  I got the age of the patient, sort of, what the specialty was, and 
where it was located ... “Psychiatric.” Okay, is this for outpatient? Inpatient? 
Neuropsychiatric? ... Dementia? Person with Schizophrenia? Is this for group 
therapy? ... “Aphasia.” ... Inpatient rehab? PT? OT? SLP? Just bedside 
evaluation? Is the person fluent? Is the person non-fluent? ... What are you going 
to be giving me? ... a really big challenge that we face ... [Information/material to 
prepare is] such an important thing that we need to be pushing for in medical 
interpreting.   
Interpreter #1 was also told little about their first Aphasic assignment. They did 
not know the person even had Aphasia. It was the agency’s first request from this 
consumer. Immediately, Interpreter #1 detected a language issue. They told the agency 
that they would take all future assignments with that consumer, “because I had a lot to 
figure out and they weren’t diagnosed yet,” and the interpreter wanted some continuity. 
This action paid off.   
Tenet 3.2 of the CPC declares that interpreters must not interpret in situations 
when there is a lack of competency (National Association of the Deaf & Registry of 
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Interpreters for the Deaf, 2005). This is hard to determine, when medical interpreting has 
no standard qualifications (Alcorn & Humphrey, 2007) and certifications are still viewed 
with a side eye. “Certified” is not synonymous with “qualified.” There is also no 
healthcare interpreting certification being offered by RID. Interpreter #2 believed that 
interpreters who work with medical content should hold a certification, and Interpreters 
#2 and #4 felt that RID should offer a specialized medical certification again or approve 
some equivalent such as a graduate certificate program.  
Credentials lend clout in the eyes of medical professionals and positively improve 
interpreters’ self-efficacy. They elevate an interpreter from a generalist to a specialist, 
and they are a control that lend comfort in medical settings. Interpreter #1 turned to other 
certifying bodies to earn credentials, namely Certification Commission for Healthcare 
Interpreters (CCHI) and Board for Evaluation of Interpreters (BEI). Another option is 
National Board of Certification for Medical Interpreters (NBCMI). Interpreter #1 found 
the codes of ethics for these organizations are more “in the language of the medical 
profession.” Plus, BEI offered the first sign language interpreting certification for 
medical. Deaf doctors were even recruited to help design the exam. Further proving 
medical interpreting is a specialization, Interpreter #1 pointed out that even “Master 
certified [RID] interpreters can’t pass ... they can interpret it but they don’t have the 
medical knowledge to use the right classifiers [for] internal organs [for example].” Three 
of the four interpreters mentioned or recommended taking postsecondary courses through 
institutions like Gallaudet University or the National Technical Institute for the Deaf.  
There is no set, consistent curriculum for interpreter training programs. Students 
may not be adequately prepared. Interpreter #3 recalls their mindset, having just passed 
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their QA [quality assurance; state assessment or credentialing], finished one internship 
and earned an AA degree. “My first job, ever, after getting this QA1—which meant that I 
probably could interpret maybe 50% of the message—was with an Aphasic patient.” 
They were always told that interpreting medical appointments is a really good place to 
start because the turn-taking makes the pace more manageable, and they are readily 
available. “I cannot tell you one person who didn’t say that when I first started.” You can 
clarify things with the healthcare worker, yes. “Mind you, there are many times when you 
can be, like, ‘What? ... Hyperlipidemia? What does that mean?’ ... ‘Excuse me. Oh ... 
high cholesterol.’ Yes, you can do that.” But Interpreter #3 was taking inpatient jobs, 
meaning the patient is admitted to the hospital for the weekend. They may be sleeping a 
lot but they were hospitalized for a critical condition. Interpreter #3 has their objections 
to this, now, having learned the hard way. “People can die from my misinterpretations.” 
They further added, “I go on my soapbox about how medical interpretation is such an 
important and specialized area.”  
Interpreter #4 has observed many of their colleagues leaving the industry now 
because, without proper training, they are scared of making mistakes and being held 
liable. Giving a very simplistic example, Interpreter #3 said, “Is legal more specialized 
than medical? The deaf person could go to jail, right? They can always appeal. Medical 
situation? They probably cannot appeal an amputation.”  
Interpreter #3 explained, “If the interpreter is going to be working only in 
cardiology because there’s a [D/HH] resident or a fellow in that area then they need to 
know what is being taught” but, for most, general knowledge of medical terminology and 
environments is fine. ASL Interpreters have kept this generalist model because there is 
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not a big specialist market yet. Though Interpreter #4 stressed, in the medical and psych 
fields, especially, hands-on experience is vital. The reality differs greatly from what is 
seen on paper. Interpreter #3, who is trilingual, said spoken language interpreters often 
take a systems approach to their training (OB-GYN for 1-2 weeks, Psychiatry for 1-2 
weeks, Neurology for 1-2 weeks). While brief, it is still more specialized.  
Interpreters #1-4 all seemed to possess an affinity for learning a wide array of 
subjects and know how to reference that knowledge while working. This is a pre-
assignment control and mid-assignment control, respectively. No education is a waste. 
Admittedly, knowledge of biological sciences, linguistics, and DC-S may be more helpful 
than knowledge of interpreting. Interpreter #1 puts stock in their non-interpreting 
degrees. They studied biochemistry and educational psychology with an emphasis in 
special education consultation. “My science background helps me in the medical 
profession. My master’s with consultation helps me figure out a problem and how to 
come up with solutions for that problem.” Interpreter training programs did not exist 
when they began interpreting, but the linguistics courses they have taken have been 
helpful. They were pre-med, so interpreting medical terminology did not deter them.  
Interpreter #2 studied liberal arts, intercultural communications, and healthcare 
interpreting. Medical terminology classes are highly recommended by them, especially if 
they are frequented by nurse practitioners or doctors. They recall taking a course on 
radiology. If these courses are conveniently online, all the better.  
 Interpreter #3 studied linguistics, psychology, clinical psychology, clinical 
neuropsychology, and early intervention for D/HH children, after completing their 
interpreter training program. They have found their degrees beneficial in that they have 
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experienced conducting clinicals and assessments. Presently, they are studying 
neuroanatomy, medical syndromes, and fMRI. “Gosh! I - I love school. I’m always 
taking courses here and there on random things which is weird. People are, like, ‘Are you 
done with school?’ I’m, like, ‘No.’ [Laughs.]” 
 Interpreter #4 studied music in addition to interpreting. They learned Latin in high 
school, which has helped with comprehending medical terms. They raved about a 
medical terminology class they took with EMTs and first responders and that was taught 
by a mortician/county coroner. “There was the school of hard knocks ... That first year? 
Woah! Woah! [laughs] I could have used a little bit more ... training.” This class offered 
that training. Similar to first responders, interpreters show up at a scene with little 
knowledge of what transpired, yet they are expected to carry out their role.  
When asked if they consider at least 50% of their work, currently, to be medical, 
Interpreter #2 responded, “Yeah, I’d say more like 98% of it ... I don’t do much else 
anymore ... I used to do ... a lot of ‘this, that, and the other thing.’” All four interpreters 
found healthcare interpreting fulfilling. “It was a good fit ... I love going into surgeries ... 
I do high stakes situations ... I do VR calls; I do labor and delivery. I do court ... I do lots 
of mental health too … but the majority of my work is in medical” (Interpreter #1). 
“Don’t call me for a legal job. Ever. Like, I don’t want to do it. I don’t want to do it if it’s 
medical/legal, even” (Interpreter #3). “I feel like I’ve dabbled in everything [laughs] 
except for the legal ... I love legal but uh ... no. I don’t think I want to go there’” 
(Interpreter #4).  
I did a lot of OR [operating room], and it didn’t bother me. I had colleagues that 
would faint. I mean, they would never be able to, even, walk in. Just the smell of 
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the anesthetic, and stuff like that, would get to them ... I know interpreters that 
can’t handle eye exams because they’ve had their eyes injured and just the 
thought of somebody, you know, putting in a contact on the eyeball freaks them 
out ... Not everybody’s cut out for the plethora that you’re going to have. But 
some people are very good in one specific track of the medical ... I didn’t know 
how much I’d like the psych interpreting, until I was doing it … I just think we 
don’t have enough exposure. Even if it’s just a little bit of exposure, I think, it 
would help people to realize, long before all that studying, all that money you 
spend on classes, and what have you, to get out there and go, “I really don’t like 
this.” (Interpreter #4)  
Another environmental demand is Video Remote Interpreting (VRI). Interpreter 
#2 has been relegated to a video cart, during the pandemic, no longer visiting clinics or 
hospitals in person. When an ER case comes in and doctors are wanting to do a procedure 
and asking for consent, the interpreter struggles through the process. Often the patient is 
laying back in bed, and they cannot move. The interpreter cannot maneuver the webcam 
in the computer, cannot see faces through Zoom, cannot get the staff to angle the tablet 
just right. The only efficient way to obtain informed consent is for the interpreter to go in 
person. They took the issue to their supervisor who took it to the manager. The interpreter 
wrote maybe four long emails to be sent to IT (Information Technology). VRI is not ideal 
for medical settings but it is probably here to stay. Adapting is hard (Napier et al., 2017; 
Napier et al., 2018; Yabe, 2019). Interpreter #1 similarly stated: 
[Hospital staff are] always wanting to use the VRI and so we have to talk a little 
bit about how sometimes that isn’t the best and how that doesn’t work in some 
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situations especially for patients with Aphasia ... VRI just isn’t cutting it. “This 
patient has unique linguistic needs that cannot be met in a two-dimensional form. 
We need a three-dimensional experience for this patient,” is usually all I have to 
say. And with staff they are getting used to interpreters because they’re somewhat 
prevalent because of the Affordable Care Act [ACA; Healthcare.gov, n.d.] and the 
fact that now that they have to provide interpreters not only if they feel they need 
them but if it is the patient’s preferred language, their preferred mode of 
communication. So, it doesn’t only necessarily mean they have to have it but it’s 
their preference and also family members now have the right to have an 
interpreter so it's become a lot more prevalent. So, they’re understanding a lot 
better.  
Interpreter #2 acknowledged that nurses are so busy. Understandably, they may 
not always be super attentive. It is fine to use VRI if the patient simply wants to inform a 
nurse that they have finished their lunch but  
explanations of procedures and discharge planning require in-person 
interpretations. I’ve found that coming at them with ... an understanding of where 
they’re at, “I know you’re busy ... I’m here for thirty minutes and if you could ... 
go over with this deaf patient, you know, the things that they need ... during that 
thirty minutes, that would be great because I think it’d be, you know, harder to 
find another interpreter later.” Spin it to their benefit ... I honestly get frustrated 
with the nurses sometimes because they don’t want to take the time, you know, 
with a deaf patient. I get more frustrated with the nurses than I do with the 
doctors, where I work. 
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Figure 6  
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CHAPTER FIVE: DISCUSSION AND CONCLUSION 
Working with D/HH, Aphasic consumers is demanding; however, there are some 
tried and true controls that interpreters can arm themselves with. These data should be 
interpreted with caution because they depict human experiences drawn from memory. 
The world is constantly changing and so is language and interpreting industry standards. 
Still, the present results are significant in at least three major respects. First, it was 
confirmed this niche Aphasia work is out there. Second, interpreters are being innovative 
and gathering tools to better their practice. In doing this, they are strengthening their self-
efficacy and becoming better servant leaders. Third, the healthcare industry is adapting to 
meet the needs of D/HH consumers, albeit at a slow pace.  
It was insightful getting to know Interpreters #1-4 each as people, from what they 
chose to share. This included some unexpected things: triumphs, scars, lessons. I 
appreciate their trust, and I take responsibility for my interpretations of their words. They 
are impressive and not necessarily in the ways I was expecting. It is in the details that 
slipped out during their reminiscing or ranting, the hidden gems that gave context and 
brought the data to life. One was a member of a board to evaluate interpreters, another 
had been a professional in the financial field, holding a prominent position at a bank, one 
used to teach 40-hour medical intensive training sessions for interpreters, one has 
experience working between five languages and has studied another two, one was a 
musician, another was simply the only interpreter in their town. All found themselves 
working with people with Aphasia.  
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From Interpreters #1-4, I gathered that this work seems to choose you. Sometimes 
the D/HH or hearing consumers grow attached and only want to work with them; 
sometimes the consumers feel conflicted and vulnerable seeing the interpreters in the 
community doing other kinds of work, and so the interpreters give up the other work; 
sometimes the interpreters feel a responsibility to train novices who cannot get this 
training anywhere else; sometimes the interpreters spend years making up for past 
mistakes; sometimes their teams leave, and they have no choice but to continue the work.  
This work is hard, without a doubt. It is also rewarding and interesting. Job 
satisfaction, role strain, burnout, and self-care among American Sign Language/English 
interpreters (Humphrey, 2015) showed that certain environments frequented in the 
interpreting profession have greater demands. Yet, despite frequent physical injuries or 
hardships, interpreters can—and commonly do— experience a high level of job 
satisfaction. “[It is] extremely fulfilling ... when you see [consumers] get it. It’s like, 
‘Woah! That’s why I’m here. That’s why I’m doing this’” (Interpreter #4).  
The healthcare industry is more accommodating. In the past, hearing people did 
not need to confront their misunderstandings about the Deaf community because they 
rarely encountered it. Having higher visibility than D/HH people, interpreters may have 
compounded the misunderstandings (Groat, 2018). That damage is being rectified as 
more hearing people are becoming educated and more D/HH people are doing the 
educating. Interpreter #1 suggested that as health insurance has become more affordable 
and accessible in the United States, more D/HH people are seeking regular health 
services. Some hospitals are even hiring interpreting staff and the interpreting field is 
becoming more large, visible, and legitimate. Furthermore, interpreters are getting more 
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vocal about their needs and, increasingly, they are being viewed as members of the 
healthcare team. More and better teamwork has the potential to continue saving 
lives. Interpreter #2 said with gratitude, “I have predecessors and they’ve all done the 
work.”  
Applications      
Here are some potential applications of this study for the interpreting industry, the 
healthcare industry, and both the Aphasic Deaf community and Deaf community at large. 
Experienced interpreters, like those interviewed, can host workshops, webinars, and focus 
groups to further discuss DC-S, Aphasia, and interpreting. Enlisting the help and input of 
stakeholders, healthcare workers, and D/HH people with Aphasia would be beneficial.  
Groups of practitioners can meet to analyze the state of affairs and current 
industry standards like VRI-use and limited preparatory information because of HIPAA. 
How many working interpreters can and do accurately reference the ADA? Questioning 
policies may strengthen them. Guidelines followed by healthcare workers require 
revision too, to address interpreting services. That starts with interpreters being educated 
enough to discuss their work with these workers and in the language of these workers.  
The elements of Chapter Four: Results can be broken down and rearranged. By 
this, I mean a presented demand has the potential to fall into any category: interpersonal, 
intrapersonal, paralinguistic, or environmental. It wholly depends on each interpreter’s 
perspective. Indeed, they may feel that a listed demand is not a demand at all. These 
suggested demands are conversation starters to bring groups of practitioners together to 
work through the process of supervision. They may add to the figures already provided in 
Chapter Four or create their own figures with their own demands or a demand mentioned 
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elsewhere in the study. DC-S is a skill that can be practiced. Certainly, the above 
suggestions can be implemented in any interpreter training program to aid theoretical 
development and bolster critical thinking. This study focuses on medical settings but the 
data can apply to other settings and conditions too.  
Keeping the focus on medical settings, interpreter training programs may draw 
inspiration from the comments of Interpreters #1-4 and offer more specialized tracks 
within their curriculum to prepare future practitioners (OB-GYN for 1-2 weeks, 
Psychiatry for 1-2 weeks, Neurology for 1-2 weeks). They may recruit experienced 
practitioners, in particular CDIs and DIs, in each specialization to visit the class and share 
their experiences. However, interpreter training programs should not encourage novice 
practitioners to take assignments of this caliber—or any medical assignments for that 
matter. Interpreters #1-4 cited mentorship, hands-on experience, and specialized medical 
training as some of their most impactful controls. Practitioners can look outside of the 
field for basic medical training, like to community college courses. Another option 
Interpreters #1-4 shared is taking postsecondary courses through institutions like 
Gallaudet University or the National Technical Institute for the Deaf.  
This study may offer insight to interpreter certifying bodies looking to create 
more specialized certifications. Interpreters #2 and #4 were big proponents of this and 
suggested RID look into the matter again or approve some equivalent, such as a 
certificate from a graduate program. Forming support groups for interpreters with certain 
specializations was another suggestion with merit. Interpreters need to be able to talk 
about their experiences if the field is to grow. We do not want practitioners who are so 
burnt out or afraid or traumatized that they leave the field altogether.  
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For those living with Aphasia and their loved ones, there are support groups (See 
Table 1: Stakeholders; See Appendix G: Additional Resources). I did not, however, come 
across a support group for D/HH people with Aphasia to discuss their linguistic 
experiences, encounters with healthcare workers, and knowledge of interpreting services. 
Establishing workshops and webinars for all D/HH people about strokes, preventative 
care, and palliative care would be another excellent application of this study. 
As stated in Chapter One: Introduction, 84.5% of people in the United States have 
never been exposed to the word Aphasia (National Aphasia Association, n.d.). This must 
change. It must change for those living with Aphasia, healthcare workers, and the 
interpreters serving them. From the onset of this study, I was aware that there is little data 
in this area. I may be beginning this conversation, but it is very much my hope that others 
will expand on this research.  
Recommendations     
Past Aphasia research has been telling, and it can be furthered in many ways. We 
can continue looking to those who play a small but integral role in Aphasia treatment — 
ASL interpreters. There is more to discover about their professional operations, their 
tactics for parsing language, and their own moral compasses. They are willing to share 
their stories; we just need to be receptive to them. Additionally, Deaf interpreters need to 
be recognized as the experts that they are. We should conduct more research, perhaps 
case studies, on Deaf-hearing interpreting teams.   
DC-S is not prescriptive, but we might inquire into the likelihood/degree to which 
interpreters would implement a given control to meet a suggested demand. In other 
words, can we find a way to quantify their experiences? One way to achieve this may be 
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sending out a multiple-choice questionnaire asking participants to estimate how often 
they have encountered suggested demands. The responses could confirm common or 
prevalent demands, highlight atypical or egregious demands, and reveal helpful controls. 
Choices can be totaled then made into averages or frequencies which can be converted 
into percentages of the sum of choices. For example, 32% of the sample confronted “X” 
demand and 20% of those people would utilize “Y” control to meet “X” demand. We 
might then begin analyses of control options for validity, effectiveness, or quality.  
We must take a closer look into the inadequacies of VRI. Tools like VRI are 
trusted to deliver life-saving services and should be dependable but only used as a last 
resort. In years to come, we will address how VRI was used during the COVID-19 
pandemic. We should know if and how COVID-19 and the ensuing health crises 
impacted the availability of Aphasia treatment, the rapport between interpreters and 
healthcare workers, and how interpreters of all languages were viewed and treated.  
It is important to honor the place that healthcare workers are coming from. While 
there is literature about physicians’ perspectives of interpreters, there is little to none on 
their perspectives of ASL interpreters nor D/HH patients.  
Equally vital is documenting the experiences of those at the heart of this matter —
the people, deaf, hearing, and hard of hearing, living with Aphasia. First and foremost, it 
should be determined how many D/HH people with Aphasia there are in the United 
States. We can also learn about their mental health, the speed of their diagnoses, and 
differences in their treatment based on their language modality. There is work to do.  
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“The choices that we make, and the actions that follow from those choices, can uphold or 
deny the dignity of other people, can advocate or violate the rights of other people, can 
affirm or disavow the humanity of other people. Given the potential consequences of our 
choices and the resultant actions, it is reasonable to expect that we constantly re-examine 
those values, principles, and beliefs that underscore and shape the decisions we make 
and the actions we undertake.”  
– Dennis Cokely (2000, as cited in Dean & Pollard, 2013, p. 139)  
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APPENDIX A: Recruitment Email for Preliminary Survey 
Hello, Colleagues and Friends. 
My name is Emily Mota. I am a student at Western Oregon University, pursuing a Master 
of Arts in Interpreting Studies degree.  
I am researching demands and controls for interpreters working in medical settings with 
consumers who are Deaf or Hard of Hearing and have Aphasia. Before delving into my 
full research plan, I would like to gauge practicality by getting a rough estimate of 
eligible participants. I am seeking professional, working American Sign Language 
interpreters, across the United States of America, who have interpreted a minimum of one 
time for a minimum of one Deaf or Hard of Hearing individual with Aphasia in a medical 
setting. Spoken language interpreters who have worked with hearing consumers who 
have Aphasia are welcome to participate too. Participants must be aged 18 to 99 years 
old. The survey should take no more than three minutes to complete.  
The link to my survey is here: Preliminary Survey 
This link will remain open for two weeks, from 6/29/20 to 7/13/20.  
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APPENDIX B: Consent Form for Preliminary Survey 
Dear Interpreters, 
Purpose  
You have been invited to participate in an online survey. I am collecting data for a 
master’s thesis about interpreters working in medical settings with Deaf or Hard of 
Hearing people who have Aphasia.  
Estimated Number of Participants 
20 professional interpreters across the United States of America, who have interpreted at 
least once for at least one Deaf or Hard of Hearing person with Aphasia while in a 
medical setting. I also welcome the participation of spoken language interpreters who 
have interpreted at least once for at least one hearing person with Aphasia while in a 
medical setting.  
Procedure  
The questions relate to your experience with Aphasia. At the end of the survey, you will 
have the opportunity to share personal information or further context. You can stop 
participating, at any time, during the survey. You may also skip over questions you do 
not want to answer. There are no right or wrong answers to the questions. This survey 
will last about three minutes.  
Benefits 
Your participation may help other interpreters who are looking to provide better services 
to Deaf or Hard of Hearing people who have Aphasia.  
Risks 
• The online data could be hacked or intercepted. This is a risk you face any time 
you provide information online. I am using a secure system to collect this data, 
but cannot completely eliminate this risk. 
• There is a chance that your data could be seen by someone who should not have 
access to it (breach of confidentiality). This risk will be minimized because:  
o Data is anonymous. If you add any identifiers, I will remove them within 
48 hours of the survey being completed.  
o All electronic data will be stored on a password-protected, encrypted 
computer for no more than three years, after my thesis is published.  
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Confidentiality 
To ensure laws and ethical guidelines are being followed, a few people will have access 
to the data (only myself and my thesis committee). Your responses will remain 
confidential and no names or identifying information will be included in any final reports. 
General research findings may be shared in publications or presentations. If you are 
quoted, your name or any identifying information will not be included. Data will not be 
used or shared for any future research studies. There are times when your identity would 
not be kept secret: 
• If a government agency inspects the records 
• If you give someone written permission to receive this information, or if you tell 
someone the information yourself    
• If you threaten to harm yourself or others 
Contact 
Your participation is greatly appreciated. For questions about your rights as a research 
participant, complaints, or problems, please contact: 
Principal Investigator - Emily Mota (emota18@mail.wou.edu) 
Committee Chair - Amanda Smith (smithar@mail.wou.edu) 
Western Oregon University Institutional Review Board (irb@mail.wou.edu; (503) 838-
9200) 
 
Please print or save this screen if you want to be able to access this information later. 
Thank you, 
Emily Mota 
Agreement to Participate 
If you choose to participate, the completion and return of this survey is informed consent 
verifying that you are at least 18 years of age. You acknowledge that you understand this 
information and agree to participate fully under the conditions stated above. Remember, 
your participation is completely voluntary, and you are free to withdraw, at any time, 
without penalty. 
___ Your Email Address  
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APPENDIX C: Preliminary Survey 
 






2. Do you feel specialized training or knowledge is required to work with Deaf and 
Hard of Hearing consumers who have Aphasia? 
a) Yes 
b) No 
3. Did you feel prepared to work with a Deaf or Hard of Hearing consumer who had 
Aphasia, before you accepted the assignment? 
a) Yes 
b) No 
4. Approximately how much research on Aphasia did you conduct, pre-assignment?  
a) None (I felt adequately prepared without research)  
b) 30 minutes 
c) 1 hour 
d) 2+ hours 
5. Do you wish you had conducted more research? 
a) Yes 
b) No 
6. If you did any research on Aphasia, before or after your interpreting assignment, 
what resources did you use (internet, library, personal source, etc.)? Did you find 
anything particularly helpful (book, website, etc.)? Please explain in the space 
below.  
7. If necessary, please use the space below to add clarifying comments or elaborate on 
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My name is Emily Mota and I am a student at Western Oregon University, pursuing a 
Master of Arts in Interpreting Studies degree. I am researching demands/challenges and 
controls/resources for medical interpreters working with consumers who have Aphasia. 
This form should take 1 minute to complete. I am looking to interview professional, 
working interpreters, here in the US, who have interpreted a minimum of one time for a 
minimum of one individual with Aphasia in a medical settings. Thank you for your 
consideration.  
 
Link to the form: Submit Your Name & Email Address 
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APPENDIX E: Consent Form for Interview 
Dear Interpreters, 
Purpose  
You have been invited to participate in an interview. I am collecting data for a master’s 
thesis focusing on demands and controls for interpreters working in medical settings with 
consumers who have Aphasia.  
Procedure  
I am looking for individuals who are professional, working American Sign Language 
interpreters, across the United States of America, who have interpreted a minimum of one 
time for a minimum of one Deaf or Hard of Hearing individual with Aphasia in a medical 
setting. Spoken language interpreters working with hearing consumers are welcome to 
participate too. I, the moderator, will ask you several questions remotely via an online 
platform. As approved through Western Oregon University’s Institutional Review Board, 
this interview will be filmed and audio-recorded and I will take notes. However, your 
responses will remain confidential, and no names or identifiers will be included in any 
final reports.  
You can choose whether or not to participate in the interview, and you may stop, at any 
time, during the course of the study. Please note that there are no right or wrong answers 
to the questions. The aim of this study is to learn varying viewpoints. This interview will 
require about 1 hour of your time.  
Benefits 
Your participation may benefit other working interpreters who are looking to provide 
better services to people who have Aphasia.  
Risks 
• No real risks are anticipated beyond those experienced during an average 
conversation, though some questions may be very personal or upsetting. You can skip 
any questions you do not want to answer or stop participating entirely, at any time. 
• The moderator’s notes, videos, and audio recordings will be stored online. The online 
data could be hacked or intercepted. This is a risk you experience any time you 
provide information online. I, the moderator, am using a secure system to store this 
data, but cannot completely eliminate this risk. 
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• There is a chance that your information could be accessed by someone who should 
not have access to it (breach of confidentiality). This risk will be minimized in the 
following ways:  
• Typed data is anonymous. I, the moderator, will remove any identifiers, in the 
notes, within 48 hours of the interview being completed.  
• All electronic data will be stored on a password-protected, encrypted computer for 
no more than three years, after my thesis is published. 
Confidentiality 
Should you choose to participate, you will be asked to not disclose any content discussed 
during the study. Only myself and my thesis committee will have access to the notes, 
videos, and audio recordings, but—as stated above—your responses will remain 
confidential and no names or identifiers will be included in any final reports. General 
research findings may be shared in publications or presentations. If you are quoted, your 
name or any identifying information will not be included. Records will not be used or 
shared for any future research studies. There are times when your identity would not be 
kept secret: 
• If a government agency inspects the records 
• If you give someone written permission to receive this information, or if you tell 
someone the information yourself    
• If you threaten to harm yourself or others 
Contact 
Your participation is greatly appreciated. If you have any questions or concerns regarding 
this study, please contact:  
Principal Investigator - Emily Mota (emota18@mail.wou.edu)  
Committee Chair - Amanda Smith (smithar@mail.wou.edu) 





I am 18 years or older. I understand this information and agree to participate fully under 
the conditions stated above. 
Sign name: __________     Date: __________ 
Print name: __________ 
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APPENDIX F: Semi-structured Interview Questions 
● Professional Interpreting Experience 
○ How many years of professional interpreting experience do you have? 
● Interpreter Certification 
○ If you feel comfortable doing so, please discuss your certification status.  
○ Do you feel that interpreters working with medical content should hold 
certification (e.g., National Interpreter Certification [NIC], Board for 
Evaluation of Interpreters [BEI])? 
○ Do you believe that a specialized medical certification should be offered 
for these interpreters?  
● Interpreter Education 
○ If you feel comfortable doing so, please discuss your educational 
background. 
■ If you hold an undergraduate or graduate degree (in any subject) 
do you feel that your degree(s) benefitted you for this kind of 
work?  
● Was there something lacking from your program(s)?  
● What do you wish you had studied, in addition to, or 
instead of, what you actually studied?  
○ What subjects (if any) would benefit interpreters, working with medical 
content, to study (e.g., Linguistics, medical terminology, Nursing)?  
■ Why? 
● Demand Control Schema 
○ Are you familiar with Dean’s and Pollard’s demand control schema?  
■ What are your thoughts on this schema?  
○ What demands/challenges are common when working with consumers 
who are Deaf or Hard of Hearing and have Aphasia?  
■ Please provide an example or examples.  
■ What controls/resources would you suggest regarding this/these?  
○ What demands/challenges are common when working with medical 
professionals? 
■ Can you please provide an example?  
■ Are there any controls/resources you would suggest regarding this?  
● Medical Interpreting 
○ Does medical interpreting differ from other specializations within 
interpreting?  
■ If it does, how so?  
■ If it does not, why? 
○ Why did you begin accepting medical interpreting assignments?  
○ How many years of medical interpreting experience do you have? 
○ Currently, do you consider at least fifty percent of your work to be in 
medical settings? 
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● Aphasia 
○ What do you know about Aphasia?  
○ How many Deaf or Hard of Hearing consumers with Aphasia have you 
worked with? 
■ How do/did you approach working with someone who has 
Aphasia?  
● Please provide an example.   
■ Did you feel prepared to work with a Deaf or Hard of Hearing 
consumer who had Aphasia, before you accepted the assignment? 
● Approximately how much research on Aphasia did you 
conduct, pre-assignment?  
○ Do you wish you had conducted more research? 
○ If you did any research on Aphasia, before or after 
your interpreting assignment, what resources did 
you use (internet, library, personal source, etc.)? 
Did you find anything particularly helpful (book, 
website, etc.)?  
○ Do you feel specialized training or knowledge is required to work with 
Deaf and Hard of Hearing consumers who have Aphasia? 
● Impacts of Aphasia on American Sign Language/Paralinguistic Demands 
○ How does Aphasia impact American Sign Language? 
■ Please elaborate.  
○ Please discuss any paralinguistic demands that may arise.  
■ Please provide an example.  
○ Have you ever struggled to comprehend the signing of a Deaf or Hard of 
Hearing consumer who had Aphasia? 
○ Has a Deaf or Hard of Hearing consumer ever struggled to comprehend 
your interpreting (based on their feedback/backchanneling or your own 
gut instinct/metacognition)? 
■ Have you used other techniques to aid comprehension for 
consumers such as drawing pictures or writing out information? 
■ If you feel you need assistance, how likely are you to request a 
team? 
● If you feel you need assistance, how likely are you to 
specifically request a team who is a Deaf Interpreter (DI) or 
Certified Deaf Interpreter (CDI)? 
● Doctor-Interpreter Relationships 
○ Based on your experience, do medical doctors typically understand the 
interpreting process? 
○ How do you feel that doctor-interpreter rapport is 
important/beneficial/necessary for your work? How does doctor-
interpreter rapport impact the interpreted event?  
■ If so, how do you go about building rapport?  
● Can you please provide an example?  
○ How about nurse-interpreter or hospital staff-interpreter rapport?  
■ If so, how do you go about building rapport?  
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● Can you please provide an example?  
○ If you feel you are omitting too much information, or the consumer is not 
comprehending the information, how likely are you to ask doctors to slow 
down so you can more effectively interpret? 
● Educating Hospital Staff 
○ Do hospital staff typically understand your role? 
○ Do you ever find yourself advocating for your Deaf or Hard of Hearing 
consumers? 
■ Do you have any tips or tricks that help with this?  
● Can you please provide an example?  
○ Do you ever find yourself educating medical personnel about interpreting, 
American Sign Language, Deaf culture, the Deaf community, etc.?  
■ Do you have any tips or tricks that help with this?  
● Can you please provide an example?  
● Advice for Interpreters 
○ What advice would you offer to interpreters about to work with a Deaf or 
Hard of Hearing consumer who has Aphasia for the first time?  
○ How do you typically debrief/practice self-care, after a challenging 
assignment (such as working with a Deaf or Hard of Hearing person with 
Aphasia in a medical setting)?  
● Miscellaneous  
○ What else would you like to discuss that you have not yet had an 
opportunity to discuss? What else would you like me to share that may not 
have come up in our discussion? Would you like to clarify or elaborate on 
any comments you made?   
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APPENDIX G: Additional Resources 
• American Deafness and Rehabilitation Association (ADARA) 
(https://www.adara.org)  
• American Sign Language Teachers Association (ASLTA) (https://www.aslta.org)  
• Aphasia Hope Foundation (http://aphasiahope.wpengine.com/)  
• Aphasia Research Treatment Lab (ARTlab), at The University of Texas at Austin 
(https://slhs.utexas.edu/research/aphasia-research-treatment-lab)  
• Australia Aphasia Rehabilitation Pathway (AARP) 
(http://www.aphasiapathway.com.au/?name=0-Pathway-Overview)  
• Center for Gesture, Sign, and Language at the University of Chicago 
(http://gslcenter.uchicago.edu/)  
• CLIMB Center, at the Institute for Health Professionals, at Portland Community 
College (https://www.pcc.edu/climb/health/)  
• Commission on Collegiate Interpreter Education (CCIE) (http://www.ccie-
accreditation.org/)  
• Deafness Cognition and Language (DCAL) Research Centre at University College 
London (UCL) (https://www.ucl.ac.uk/dcal/)  
• Deaf Wellness Center at University of Rochester Medical Center 
(https://www.urmc.rochester.edu/deaf-wellness-center.aspx)  
• Department of American Sign Language and Interpreting Studies (ASLIS) at 
University of Northern Colorado (UNCO) (https://www.unco.edu/cebs/asl-
interpreting/)  
• Mano a Mano (https://manoamanoinc.org/en/)  
• Mayo Clinic (https://www.mayoclinic.org/diseases-conditions/aphasia/diagnosis-
treatment/drc-20369523)  
• National Alliance of Black Interpreters (NAOBI) (https://www.naobidc.org)  
• National Center for Interpretation Testing at University of Arizona 
(https://nci.arizona.edu)  
• National Center on Deafness (NCOD) at California State University, Northridge 
(CSUN) (https://www.csun.edu/ncod)  
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• National Consortium of Interpreter Education Centers (NCIEC) at St. Catherine 
University (http://www.interpretereducation.org/about/centers/)  
• Petitto Brain and Language Laboratory for Neuroimaging (BL2) at Gallaudet 
University (http://www.gallaudet.edu/petitto-brain-and-language-laboratory-for-
neuroimaging)  
• Sign Language Assessment Clinic at City University of London 
(https://www.city.ac.uk/about/schools/health-science/facilities/the-roberta-williams-
speech-and-language-therapy-centre/sign-language-assessment-clinic)  
• Neurolinguistics and Aphasia Research Lab at the University of Maine 
(https://umaine.edu/comscidis/our-research/) 
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APPENDIX H: Further Reading 
Dear Reader, 
 
I hope you are well. During the course of my research, I found hundreds of insightful 
studies and stories. For the sake of brevity (and the sanity of my wonderful editor), I left 
them out of my literature review. I want to share more of what I have learned with you so 
I have established a living document of these sources.  
 
This document will continue to be edited and added to, hopefully, long after my thesis is 
published. Now, I am not a professional editor. These references; therefore, may not be 
cited perfectly but I will try my best.  
 
If you are looking to learn more about the intersections of signed languages, Aphasia, 
medicine, and interpreting, then you are welcome to explore this living document and get 
some ideas. As I’ve stated before, my thesis does not put an end to the conversation. It is 
one perspective; I hope you seek out others and perhaps even share your own. If you 
choose to visit this living document, I thank you for your time and interest.  
 
You may access the document here: Further Reading  
 
Best, 
Emily Mota 
